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SECTION A: APPLICANT PROFILE

1. Name of Facility, Agency or Institution v
pn 2 3

. 7 A6 18 ¥ |
MUA of Middle Tennessee. LLC 'L\\l
Name
28 White Bridge Road. #210 Davidson
Street or Route County
Nashville, ™ 37205
City State Zip Code
2. Contact Person Available for Responses to Questions
E. Graham Baker. Jr. Attorney
Name Title
Weeks and Anderson graham(@)grahambaker.net
Company Name e-mail address
2021 Richard Jones Road. Suite 350 Nashville, TN 37215
Street or Route City State Zip Code
Attorney 615/370-3380 615/221-0080
Association with Owner Phone Number Fax Number
3. Owner of the Facility, Agency, or Institution
MUA of Middle Tennessee. LLC 615-352-3000
Name Phone Number
28 White Bridge Road, #210 Davidson
Street or Route County
Nashville, TN 37205
City State Zip Code

4. Type of Ownership of Control (Check One)

A.  Sole Proprietorship F.  Governmental (State of Tenn.

B. Partnership or Political Subdivision)

C. Limited Partnership G. Joint Venture

D. Corporation (For-Profit) H. Limited Liability Company X
E. Corporation (Not-for-Profit) I.  Other (Specify)

PUT ALL ATTACHMENTS AT THE BACK OF THE APPLICATION IN ORDER AND REFERENCE
THE APPLICABLE ITEM NUMBER ON ALL ATTACHMENTS. See Attachment A.4.
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SECTION A:

APPLICANT PROFILE

Please enter all Section A responses' on this form. All questions must be answered. If an item does
not apply, please indicate ""N/A"'. Attach appropriate documentation as an Appendix at the end of the
application and reference the applicable Item Number on the attachment.

Section A, Item 1: Facility Name must be applicant facility's name and address must be the site of the
proposed project.

Response: MUA of Middle Tennessee, LLC (“Applicant™) is the Applicant. See Response to A.1. The
Applicant is currently located at 28 White Bridge Road, Suite 210, Davidson County, TN 37205, which is
the site of the proposed project.

Section A, Item 3: Attach a copy of the partnership agreement, or corporate charter and certificate of
corporate existence, if applicable, from the Tennessee Secretary of State.

Response: See Attachment 4.4.

Section A, Item 4: Describe the existing or proposed ownership structure of the applicant, including
an ownership structure organizational chart. Explain the corporate structure and the manner in
which all entities of the ownership structure relate to the applicant. As applicable, identify the
members of the ownership entity and each member's percentage of ownership, for those members with
5% or more ownership interest. In addition, please document the financial interest of the applicant,
and the applicant's parent company/owner in any other health care institution as defined in Tennessee
Code Annotated, §68-11-1602 in Tennessee. At a minimum, please provide the name, address, current
status of licensure/certification, and percentage of ownership for each health care institution
identified.

Response: The Applicant is owned by its five members, and is member-managed. There is no
organizational chart.

The five members of the Applicant are Lance C. Benedict, D.C. (21.5%), Terry Totty, D.C. (21.5%), Paul
Yim, M.D. (12%), Mr. Michael Goorevich (6%), and Robert Odell, M.D. (39%).

The Applicant does not own any other health care institution in Tennessee, as defined in TCA §68-11-
1602.



Section A, Item 5: For new facilities or existing facilities without a current management agreement,
attach a copy of a draft management agreement that at least includes the anticipated scope of
management services to be provided, the anticipated term of the agreement, and the anticipated
management fee payment methodology and schedule. For facilities with existing management
agreements, attach a copy of the fully executed final contract

Please describe the management entity's experience in providing management services for the type
of the facility, which is the same or similar to the applicant facility. Please describe the ownership
structure of the management entity.

Response: Not applicable, as there is no management entity.

Section A, Item 6: For applicants or applicant's parent company/owner that currently own the
building/land for the project location, attach a copy of the tide/deed. For applicants or applicant's
parent company/owner that currently lease the building/land for the project location, attach a copy of
the fully executed lease agreement. For projects where the location of the project has not been
secured, attach a fully executed document including Option to Purchase Agreement, Option to Lease
Agreement, or other appropriate documentation. Option to Purchase Agreements must include
anticipated purchase price. Lease/Option to Lease Agreements must include the actual/anticipated
term of the agreement and actual/anticipated lease expense. The legal interests described herein must
be valid on the date of the Agency's consideration of the certificate of need application.

Response: The Applicant sub-leases space from Tennessee Spine and Nerve Institute, Inc., which
currently leases the space from NOL, LLC, the landlord.

Attachment A.6 is a copy of the lease between the landlord and Tennessee Spine and Nerve Institute, Inc.,
and a Attachment A.6.1 is an Assignment Agreement whereby the Applicant took over the existing lease
from the Tennessee Spine and Nerve Institute, Inc., for the 1,493.4 GSF, the site of its specialty ASTC,
already approved.



5. Name of Management/Operating Entity (If Applicable)

Not applicable

Name

Street or Route County
City State Zip Code

PUT ALL ATTACHMENTS AT THE BACK OF THE APPLICATION IN ORDER AND REFERENCE
THE APPLICABLE ITEM NUMBER ON ALL ATTACHMENTS. Not applicable.

6. Legal Interest in the Site of the Institution (Check One)

A. Ownership D. Option to Lease
B.  Option to Purchase E.  Other (Specify)
C. Leaseof6 Years X

PUT ALL ATTACHMENTS AT THE BACK OF THE APPLICATION IN ORDER AND REFERENCE
THE APPLICABLE ITEM NUMBER ON ALL ATTACHMENTS. See Attachments A.6 and A.6.1.

7. Type of Institution (Check as appropriate--more than one response may apply.)
A. Hospital I. Nursing Home
B. Ambulatory Surgical J.  Outpatient Diagnostic Center

Treatment Center (Multi-Specialty) K. Recuperation Center

C. ASTC __ X L. Rehabilitation Facility
D. Home Health Agency M. Residential Hospice
E. Hospice N. Non-Residential Methadone
F.  Mental Health Hospital Facility
G. Mental Health Residential O. Birthing Center
Treatment Facility P. Other Outpatient Facility
H. Mental Retardation Institutional (Specify)
Habilitation Facility (ICF/MR) Q. Other (Specify) _specialty ASTC X
8. Purpose of Review (Check as appropriate--more than one response may apply.)
A. New Institution H. Change In Bed Complement
B. Replacement/Existing Facility (Please note the type of change
C. Modification/Existing Facility _X_ by underlining the appropriate
D. Initiation of Health Care response: Increase, Decrease
Service as defined in TCA § Designation, Distribution
68-11-1607(4) Conversion, Relocation)
E.  Specify I. Change of Location
F.  Discontinuance of OB Services J.  Other (Specify) _add X
G. Acquisition of Equipment interventional pain mgmt services




9.

Please indicate current and proposed distribution an

Bed Complement Data

g PN

Response: Not applicable, as no beds are 1nv3m§dﬂg§hls application.

CH®U PO POZIZrA-"momBo 0w

. Nursing Facility Level 1 (Medicaid only)

Current Beds

Licensed CON*

Medical

Surgical

Long-Term Care Hospital

Obstetrical

ICU/CCU

Neonatal

Pediatric

Adult Psychiatric

Geriatric Psychiatric

Child/Adolescent Psychiatric

Rehabilitation

Nursing Facility (non-Medicaid Certified)

Nursing Facility Level 2 (Medicare only)

Nursing Facility Level 2 (dually-certified)

ICF/MR

Adult Chemical Dependency

Child & Adolescent Chemical Dependency

Swing Beds

Mental Health Residential Treatment

Residential Hospice

TOTAL

*CON Beds approved but not yet in service

Staffed

Beds

c&ce\ﬁlflcatlon of facility beds.

TOTAL
Beds Beds at
Proposed Completion




10.

11.

12.

13.

Medicare Provider Number 103G495427
Certification Type Specialty ASTC

Medicaid Provider Number 1531024
Certification Type Specialty ASTC

If this is a new facility, will certification be sought for Medicare and/or Medicaid?

Response: This is an existing facility, certified for both Medicare and Medicaid.

Identify all TennCare Managed Care Organizations/Behavioral Health
Organizations (MCOs/BHOs) operating in the proposed service area. Will this
project involve the treatment of TennCare participants? Yes If the response to
this item is yes, please identify all MCOs/BHOs with which the applicant has
contracted or plans to contract. Discuss any out-of-network relationships in
place with MCOs/BHOs in the area.

Response: The Applicant has contracts with:

BLUECARE

AMERIGROUP

TENNCARE SELECT

BLUE ADVANTAGE

SECURE HORIZON

HUMANA GOLD CHOICE/EMERALD PLAN/DIAMOND PLAN
HEALTHSPRING MEDICARE ADVANTAGE PLAN
HEALTHSPRING COVENTRY

WINDSOR / MEDICARE EXTRA

GOLDEN RULE

UNITED MEDICAL RESOURCES

HERITAGE SELECT

STERLING OPTIONS I & II

MEDICARE COMPLETE

PYRAMID LIFE INSURANCE COMPANY

SEDGWICK

TODAY’S OPTIONS

UHC PLAN OF RIVER VALLEY

MEDICARE RAILROAD ( RETIREMENT BOARD) FOR RAILROAD EMPLOYEES
DME CONTRACTORS FOR MEDICARE:

NATIONAL GOVERNMENT SERVICES: FOR REGION B
NORIDIAN FOR REGION D AND REGION A

Further, the Applicant will contract with any available or new MCOs as needed.
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NOTE: Section B is intended to give the applicant an opportunity to describe the project and to
discuss the need that the applicant sees for the project. Section C addresses how the project
relates to the Certificate of Need criteria of Need, Economic Feasibility, and the Contribution to
the Orderly Development of Health Care. Discussions on how the application relates to the
criteria should not take place in this section unless otherwise specified.

SECTION B: PROJECT DESCRIPTION

Please answer all questions on 8 1/2” x 11” white paper, clearly typed and spaced, identified correctly
and in the correct sequence. In answering, please type the question and the response. All exhibits and
tables must be attached to the end of the application in correct sequence identifying the questions(s) to
which they refer. If a particular question does not apply to your project, indicate “Not Applicable
(NA)” after that question.

L Provide a brief executive summary of the project not to exceed two pages. Topics to be
included in the executive summary are a brief description of proposed services and equipment,
ownership structure, service area, need, existing resources, project cost, funding, financial feasibility
and staffing.

Response: MUA of Middle Tennessee, LLC (“Applicant”), 28 White Bridge Road, #210, Nashville,
Davidson County, TN 37205, owned and managed by itself, files this application for a Certificate of
Need for the addition of interventional pain management services at its ASTC. The Applicant currently
provides manipulation under anesthesia (“MUA”) services. This new service will be provided in the
same one procedure room which is currently licensed. There are no beds and no major medical
equipment involved with this project. No other health services will be initiated or discontinued. It is
proposed that Medicare, TennCare, commercially insured, and private-pay patients will be served by the
ASTC, which will be licensed by the Tennessee Department of Health. The estimated project cost is
anticipated to be approximately $113,000, which includes the $3,000 filing fee.

MUA of Middle Tennessee, LLC is the Applicant. See response to A.1. The Applicant is currently
located at 28 White Bridge Road, #210, Nashville, Davidson County, TN 37205.

The five members of the Applicant are Lance C. Benedict, D.C. (21.5%), Terry Totty, D.C. (21.5%), Paul
Yim, M.D. (12%), Mr. Michael Goorevich (6%), and Robert Odell, M.D. (39%).

The Applicant sub-leases space from Tennessee Spine and Nerve Institute, Inc., which currently leases
the space from NOL, LLC, the landlord. Attachment A.6 is a copy of the lease between the landlord and
Tennessee Spine and Nerve Institute, Inc., and a Attachment A.6.1 is an Assignment Agreement whereby
the Applicant took over the existing lease from the Tennessee Spine and Nerve Institute, Inc., for the
1,493.4 GSF, the site of its specialty ASTC, already approved.

Physicians have expressed concern about the treatment of chronic pain. Chronic pain has both chemical
and mechanical components. Such treatment is difficult, sometimes ineffective, and has risks. These
risks include narcotic abuse, misuse and diversion, and infection (such as Epidural Steroid Injections).
There appears to be general consensus that a procedure that could significantly lower pain scores,
improve functional capacity, and reduce narcotic use would be invaluable in the treatment of chronic
pain. Manipulation under Anesthesia (“MUA™) is such a procedure, and the Applicant is already
approved for this service.

MUA is a modality which has been used by practitioners (doctors of chiropractic, doctors of osteopathic
medicine, and medical doctors) since the early 1930s. The process involves relaxing the patient (with
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anesthesia), and making corrections to biomechanical abnormalities by stretching and manipulation.
Following the procedure, the patient gains a range of motion and/or relief of pain.

The Applicant is forced by insurers to attempt less intensive pain relief methods prior to attempting
traditional MUA. These measures include interventional pain management services such as joint
injections. The HSDA originally determined that such procedures were included under MUA, and the
Applicant provided such procedures for some time. Later, the HSDA determined that the Applicant is
not approved for such interventional pain management services. Since the Applicant cannot conduct the
MUA procedures for which it has already been approved without attempting interventional pain
management procedures first, this application is being filed.

Project Costs: There are no costs, other than administrative, for this project. The facility, as approved
and licensed, will not require any modification. The FMV and lease costs for the ASTC have already
gone through CON when the ASTC was approved. Equipment is already in place.

Staff: The Applicant will utilize existing staff, including an administrator ($12K - $15K annually), a
receptionist ($13/hour), RN ($25K-$30K annually), and a Rad Tech ($20- $23/hour). No additional
staff will be needed for this project.

Charges: The Applicant anticipates an average gross charge per patient in Year 1 of operation of
$1,345, with an average deduction of $1,076, for an average net charge of $269 per patient.
Interventional pain management procedures can be performed in physician’s offices, in hospitals, and in
other approved facilities. However, it is difficult, and almost impossible, to arrive at comparable
charges for such services since such charges are not reported on Joint Annual Reports. The Applicant
has made an attempt to compare these charges, as will be discussed later in the application.

Procedures: It is projected that 3,455 and 4,442 interventional pain management procedures will be
performed in years 1 and 2, respectively. These projections are based on historical utilization at the
Applicant’s facility, coupled with anecdotal information retrieved from several doctors in the Nashville

arca.

Medicare and TennCare Revenue Projections: It is anticipated that 40% of our patients will be Medicare,
10% will be Medicaid, 45% will be commercial patients and 5% will be private pay.




II. Provide a detailed narrative of the project by addressing the following items as they relate
to the proposal.

A. Describe the construction, modification and/or renovation of the facility (exclusive of major
medical equipment covered by T.C.A. § 68-11-1601 et seq.) including square footage, major
operational areas, room configuration, etc. Applicants with hospital projects (construction
cost in excess of $5 million) and other facility projects (construction cost in excess of $2
million) should complete the Square Footage and Cost per Square Footage Chart. Utilizing
the attached Chart, applicants with hospital projects should complete Parts A.-E. by
identifying as applicable nursing units, ancillary areas, and support areas affected by this
project. Provide the location of the unit/service within the existing facility along with
current square footage, where, if any, the unit/service will relocate temporarily during
construction and renovation, and then the location of the unit/service with proposed square
footage. The total cost per square foot should provide a breakout between new
construction and renovation cost per square foot. Other facility projects need only
complete Parts B.-E.  Please also discuss and justify the cost per square foot for this
project.

If the project involves none of the above, describe the development of the proposal.

MUA of Middle Tennessee, LLC (“Applicant™), 28 White Bridge Road, #210, Nashville, Davidson
County, TN 37205, owned and managed by itself, files this application for a Certificate of Need for the
addition of interventional pain management services at its ASTC. The Applicant currently provides
manipulation under anesthesia (“MUA”) services. This new service will be provided in the same one
procedure room which is currently licensed. There are no beds and no major medical equipment involved
with this project. No other health services will be initiated or discontinued. It is proposed that Medicare,
TennCare, commercially insured, and private-pay patients will be served by the ASTC, which will be
licensed by the Tennessee Department of Health. The estimated project cost is anticipated to be
approximately $113,000, which includes the $3,000 filing fee.

MUA of Middle Tennessee, LLC is the Applicant. See response to A.l1. The Applicant is currently
located at 28 White Bridge Road, #210, Nashville, Davidson County, TN 37205.

The five members of the Applicant are Lance C. Benedict, D.C. (21.5%), Terry Totty, D.C. (21.5%), Paul
Yim, M.D. (12%), Mr. Michael Goorevich (6%), and Robert Odell, M.D. (39%).

The Applicant sub-leases space from Tennessee Spine and Nerve Institute, Inc., which currently leases
the space from NOL, LLC, the landlord. Aftachment A.6 is a copy of the lease between the landlord and
Tennessee Spine and Nerve Institute, Inc., and a Attachment A.6.1 is an Assignment Agreement whereby
the Applicant took over the existing lease from the Tennessee Spine and Nerve Institute, Inc., for the
1,493.4 GSF, the site of its specialty ASTC, already approved.

Physicians have expressed concern about the treatment of chronic pain. Chronic pain has both chemical
and mechanical components. Such treatment is difficult, sometimes ineffective, and has risks. These
risks include narcotic abuse, misuse and diversion, and infection (such as Epidural Steroid Injections).
There appears to be general consensus that a procedure that could significantly lower pain scores,
improve functional capacity, and reduce narcotic use would be invaluable in the treatment of chronic
pain. Manipulation under Anesthesia (“MUA”) is such a procedure, and the Applicant is already
approved for this service.
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MUA is a modality which has been used by practitioners (doctors of chiropractic, doctors of osteopathic
medicine, and medical doctors) since the early 1930s. The process involves relaxing the patient (with
anesthesia), and making corrections to biomechanical abnormalities by stretching and manipulation.
Following the procedure, the patient gains a range of motion and/or relief of pain.

The Applicant is forced by insurers to attempt less intensive pain relief methods prior to attempting
traditional MUA. These measures include interventional pain management services such as joint
injections. The HSDA originally determined that such procedures were included under MUA, and the
Applicant provided such procedures for some time. Later, the HSDA determined that the Applicant is
not approved for such interventional pain management services. Since the Applicant cannot conduct the
MUA procedures for which it has already been approved without attempting interventional pain
management procedures first, this application is being filed.

Project Costs: There are no costs, other than administrative, for this project. The facility, as approved
and licensed, will not require any modification. The FMV and lease costs for the ASTC have already

gone through CON when the ASTC was approved. Equipment is already in place.

Staff: The Applicant will utilize existing staff, including an administrator ($12K - $15K annually), a
receptionist ($13/hour), RN ($25K-$30K annually), and a Rad Tech ($20- $23/hour). No additional
staff will be needed for this project.

Charges: The Applicant anticipates an average gross charge per patient in Year 1 of operation of
$1,345, with an average deduction of $1,076, for an average net charge of $269 per patient.
Interventional pain management procedures can be performed in physician’s offices, in hospitals, and in
other approved facilities. However, it is difficult, and almost impossible, to arrive at comparable
charges for such services since such charges are not reported on Joint Annual Reports. The Applicant
has made an attempt to compare these charges, as will be discussed later in the application.

Procedures: It is projected that 3,455 and 4,442 interventional pain management procedures will be
performed in years 1 and 2, respectively. These projections are based on historical utilization at the
Applicant’s facility, coupled with anecdotal information retrieved from several doctors in the Nashville

arca.

Medicare and TennCare Revenue Projections: It is anticipated that 40% of our patients will be Medicare,
10% will be Medicaid, 45% will be commercial patients and 5% will be private pay.

The current ASTC room configuration is noted on Attachment B.IV. Note that there is only one
Procedure Room. This room is already approved, and will be utilized for interventional pain
management services. It is also important to note that only one patient will be served at a time, and each
patient will receive only one service during a visit. Some procedures require mild sedation, and
anesthesia will be administered by either an Anesthesiologist or a CRNA working for an
Anesthesiologist. Patients must have medical clearance for anesthesia. Also, patients have to have had
testing for the procedure (standard testing is CBS/Diff and sometimes an SMA6). If the patient is over
50 years of age, they will need an EKG; if the patient has a history of respiratory difficulty, a Chest X-
Ray will be required. Finally, a pregnancy test will be given to female patients.

Both the person administering anesthesia and the recovery room nurse must be ACLS certified in life
support. Following the procedure, each patient will go to the Recovery Room for gentle stretching and
physical therapy, including Interferential (electrical stimulation) therapy, and then ice. Following this,
the patient will have a massage prior to discharge.
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Following the procedure, most patients are fully capable of ambulation. However, in some instances it
may be advised that someone (either our staff, a family member, or friend) drive the patient to their
destination in order for the patient to receive rest and relaxation.

The Applicant has worked with both the HSDA and the Tennessee Department of Health, Division of
Licensing Health Care Facilities, to coordinate useful licensing requirements and utilization standards
for facilities such as have been approved for this ASTC. Representatives of the Applicant have met with
a representative of the Board for Licensing Health Care Facilities in this regard. For example, please see
Attachment C.N.5 for a copy of working protocols for MUA procedures.

According to the Tennessee Department of Labor and Workforce Development, there are no published
reports available indicating the personnel positions required for the operation of a specialty ASTC. As
the publishing of such information might be considered a violation of Anti-Trust, existing ASTCs
cannot get together and decide on what salaries to pay for these positions. Our existing salaries will be
commensurate with both abilities and the marketplace, and the Applicant will maintain that staff.
Attachment C.OD.3 contains affiliated health care workers data.

The Applicant works with area training programs to allow students to rotate though our facility to

complete clinical training requirements. Further, doctors have been trained in the clinic, and this process
will continue.
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B. Identify the number and type of beds increased, decreased, converted, relocated,
designated, and/or redistributed by this application. Describe the reasons for change in
bed allocations and describe the impact the bed change will have on the existing services.

Response: Not applicable, as no beds are involved in this project.

C. As the applicant, describe your need to provide the following health care services (if
applicable to this application):

Adult Psychiatric Services

Alcohol and Drug Treatment for Adolescents (exceeding 28 days)
Birthing Center

Burn Units

Cardiac Catheterization Services

Child and Adolescent Psychiatric Services
Extracorporeal Lithotripsy

Home Health Services

9. Hospice Services

10.  Residential Hospice

11.  ICF/MR Services

12. Long-term Care Services

13. Magnetic Resonance Imaging (MRI)

14, Mental Health Residential Treatment

15.  Neonatal Intensive Care Unit

16.  Non-Residential Methadone Treatment Centers
17.  Open Heart Surgery

18.  Positron Emission Tomography

19.  Radiation Therapy/Linear Accelerator

20 Rehabilitation Services

21. Swing Beds

20 N Oy FA R 2 R o

Response: Not applicable.
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D. Describe the need to change location or replace an existing facility.

Response: Not applicable.

E. Describe the acquisition of any item of major medical equipment (as defined by the Agency
Rules and the Statute) which exceeds a cost of $1.5 million; and/or is a magnetic resonance
imaging (MRI) scanner, positron emission tomography (PET) scanner, extracorporeal
lithotripter and/or linear accelerator by responding to the following:

1. For fixed-site major medical equipment (not replacing existing equipment):
a. Describe the new equipment, including:
1. Total cost; (As defined by Agency Rule)
2. Expected useful life;
3. List of clinical applications to be provided; and
4. Documentation of FDA approval.

b. Provide current and proposed schedules of operations.

Response: Not applicable.

2; For mobile major medical equipment:
a. List all sites that will be served;
b. Provide current and/or proposed schedule of operations;
c. Provide the lease or contract cost.
d. Provide the fair market value of the equipment; and

List the owner for the equipment.

o

Response: Not applicable.

3. Indicate applicant’s legal interest in equipment (i.e., purchase, lease, etc.) In the
case of equipment purchase include a quote and/or proposal from an equipment
vendor, or in the case of an equipment lease provide a draft lease or contract that at
least includes the term of the lease and the anticipated lease payments.

Response: Not applicable.
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III.  (A) Attach a copy of the plot plan of the site on an 8 1/2” x 11” sheet of white paper which
must include:

1. Size of site (in acres)

2. Location of structure on the site; and

3. Location of the proposed construction.

4. Names of streets, roads or highway that cross or border the site.

Please note that the drawings do not need to be drawn to scale. Plot plans are required for all

projects.
Response:
1. The site on which the medical building is located is approximately 2.31 Acres.

2. See Attachment B.111. 2.
3. There is no construction. See Attachment B.1II 3 to show the location of the existing ASTC.

4. The ASTC is located in existing space on the second floor of the office building located at 28
White Bridge Road, Nashville, Tennessee. The site has easy access to White Bridge Road,
which is a major East/West corridor connecting West End Avenue with Charlotte Pike and 140 in
the western section of Nashville. The site is perhaps 10 minutes drive time from downtown
Nashville.

(B)1. Describe the relationship of the site to public transportation routes, if any, and to
any highway or major road developments in the area. Describe the accessibility of
the proposed site to patients/clients.

Response: Buses run on White Bridge Road, West End Avenue, and Charlotte Pike, and private taxis
are also available. As the site of the proposed facility is on White Bridge Road, the site is readily
accessible for patients.
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IV.  Attach a floor plan drawing for the facility which includes legible labeling of patient care
rooms (noting private or semi-private), ancillary areas, equipment areas, etc. on an 8 1/2” x 11” sheet

of white paper.

NOTE: DO NOT SUBMIT BLUEPRINTS. Simple line drawings should be submitted and need not be

drawn to scale.

Response: Please see Attachment B.IV, which contains a footprint of that section of the second floor of

the office building where the ASTC is located.

V. For a Home Health Agency or Hospice, identify:

1.

Existing service area by County;

2. Proposed service area by County;
3.
4
5

A parent or primary service provider;

. Existing branches; and

. Proposed branches.

Response: Not applicable.
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SECTION C: GENERAL CRITERIA FOR CERTIFICATE OF NEED

In accordance with Tennessee Code Annotated § 68-11-1609(b), “no Certificate of Need shall be
granted unless the action proposed in the application for such Certificate is necessary to provide
needed health care in the area to be served, can be economically accomplished and maintained,
and will contribute to the orderly development of health care.” The three (3) criteria are further
defined in Agency Rule 0720-4-.01. Further standards for guidance are provided in the state
health plan (Guidelines for Growth), developed pursuant to Tennessee Code Annotated §68-11-
1625.

The following questions are listed according to the three (3) criteria: (I) Need, (II) Economic
Feasibility, and (III) Contribution to the Orderly Development of Health Care. Please respond to
each question and provide underlying assumptions, data sources, and methodologies when
appropriate. Please type each question and its response on an 8 1/2” x 11" white paper. All exhibits
and tables must be attached to the end of the application in correct sequence identifying the
question(s) to which they refer. If a question does not apply to your project, indicate “Not
Applicable (NA).”

QUESTIONS
NEED
1. Describe the relationship of this proposal toward the implementation of the State Health

Plan and Tennessee’s Health: Guidelines for Growth.

a. Please provide a response to each criterion and standard in Certificate of Need Categories
that are applicable to the proposed project. Do not provide responses to General Criteria
and Standards (pages 6-9) here.

Response: Please see Attachment Specific Criteria.

b. Applications that include a Change of Site for a health care institution, provide a response
to General Criterion and Standards (4)(a-c).

Response: Not applicable.
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728 Describe the relationship of this project to the applicant facility’s long-range development
plans, if any.

Response: There is no long-range development plan of the Applicant, other than to add interventional
pain management services to this existing ASTC. The Applicant was originally approved to provide
MUA services. After licensure, the Applicant began providing the service, and insurers advised the
Applicant that they would not reimburse for MUA unless and until interventional pain management
services were attempted first. The Applicant requested a determination from the HSDA as to whether or
not such procedures were “covered” under the heading of MUA. Obviously, the Applicant felt they
were covered. The HSDA agreed, and the Applicant resumed providing services in compliance with
both Licensure and third party insurers. Later, the HSDA decided that the Applicant was not approved
for interventional pain management procedures, and the Applicant had to shut down its operation. After
several meetings and exchange of information among the interested parties, the Applicant decided to
apply for interventional pain management services via this application.

3. Identify the proposed service area and justify the reasonableness of that proposed area.
Submit a county level map including the State of Tennessee clearly marked to reflect the service
area. Please submit the map on 8 1/2” x 11” sheet of white paper marked only with ink detectable
by a standard photocopier (i.e., no highlighters, pencils, etc.).

Response: The Applicant’s service area consists of Davidson, Williamson, Rutherford and Robertson
Counties (patient origin of 98% of the patients of Tennessee Spine and Nerve Institute, Inc., in 2009, in
order by county).

See Attachment C.N.3 for a map of the proposed service area.
It is important to note that the service area for this project is based, in large part, on the actual patient
origin information for two of the member/owners of the Applicant. Drs. Benedict and Totty currently

serve patients from about 7 Middle Tennessee Counties, and the four top counties, in order of number of
patients, are: Davidson, Williamson, Rutherford and Robertson Counties.
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4. A. Describe the demographics of the population to be served by this proposal.

Response: The primary area to be served (Davidson, Williamson, Rutherford and Robertson County
residents) is an urban community with rural and industrial influences. Davidson County is the hub of
Middle Tennessee, and the population numbers of some of the counties in Middle Tennessee are
increasing at a high rate (e.g., Williamson and Rutherford Counties). Metropolitan Nashville/Davidson
County is also the hub of the Nashville-Murfreesboro Standard Metropolitan Statistical Area (SMSA) in
Middle Tennessee. Please see Attachment C.N.4.4 for a listing of Quick Facts about the four counties in
our service area.

The following chart lists 2013, 2015 and 2017 population estimates for the service area:

Population Estimates for Service Area

County Estimated Estimated Estimated
2013 2015 2017

Population | Population | Population

Davidson 605,923 614,222 622,476
Williamson 188,259 196,824 203,870
Rutherford 261,331 271,112 278,888
Robertson 69,680 72,006 73,853
TOTAL 1,125,193 1,154,164 1,179,087

Source: Population Estimates and Projections, Tennessee Counties and the
State, 2010 — 2020, Office of Health Statistics, Bureau of Health Informatics,
Tennessee Department of Health.

Attachment C.N.4.4 contains demographic data for the service area. This data was obtained from the US
Census Bureau.

B. Describe the special needs of the service area population, including health
disparities, the accessibility to consumers, particularly the elderly, women, racial
and ethnic minorities, and low-income groups. Document how the business plans of
the facility will take into consideration the special needs of the service area
population.

Response: There are no special needs of the service area population, as contemplated by this
question. The Applicant feels that there are individuals in need of interventional pain management
services, in addition to the approved MUA services, however.
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5. Describe the existing or certified services, including approved but unimplemented CONs, of
similar institutions in the service area. Include utilization and/or occupancy trends for each of the
most recent three years of data available for this type of project. Be certain to list each institution and
its utilization and/or occupancy individually. Inpatient bed projects must include the following data:
admissions or discharges, patient days, and occupancy. Other projects should use the most
appropriate measures, e.g., cases, procedures, visits, admissions, etc.

Response: There are several hospitals and ASTCs in the service area that provide interventional pain
management services. None of these facilities provide such services in conjunction with MUA,
however. MUA protocols are included as Attachment C.N.5.

Attachment C.N.5.4 is a list of all hospitals in the service area that report performing pain management
services. None of these hospitals are exclusively dedicated to pain management.

Attachment C.N.5.B is a list of all ASTCs in the service area that report performing pain management
services. Four of these ASTCs appear to be exclusively dedicated to pain management.

The fact that no existing hospitals are dedicated to pain management is not a derogatory statement. It
merely points out the fact that the Applicant will not be able to compare our anticipated charges with the
charge information from these existing providers. The Joint Annual Reports do not segregate
costs/charges by service. See Attachment C.N.5.C which shows charge information for the 4 ASTCs
which are apparently providing pain management services, only. Please note that the anticipated
charges by the Applicant are significantly lower than these 4 ASTCs.

20



6. Provide applicable utilization and/or occupancy statistics for your institution for each of the
past three (3) years and the projected annual utilization for each of the two (2) years following
completion of the project. Additionally, provide the details regarding the methodology used to
project utilization. The methodology must include detailed calculations or documentation from
referral sources, and identification of all assumptions.

Response: There is not sufficient historical utilization for the Applicant due to the fact interventional
pain management services were just starting to be provided for a time, prior to the HSDA reversing that

approval.

Procedures: It is projected that 3,455 and 4,442 interventional pain management procedures will be
performed in years 1 and 2, respectively. These projections are based on historical utilization at the
Applicant’s facility, coupled with anecdotal information retrieved from several doctors in the Nashville

arca.
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ECONOMIC FEASIBILITY

1. Provide the cost of the project by completing the Project Costs Chart on the following page.

Justify the cost of the project. R“G 15 P [A RYA

- All projects should have a project@}}} of at least $3,000 on Line F. (Minimum CON Filing Fee).
CON filing fee should be calculated from Line D. (See Application Instructions for Filing Fee)

-- The cost of any lease should be based on fair market value or the total amount of the lease
payments over the initial term of the lease, whichever is greater.

- The cost for fixed and moveable equipment includes, but is not necessarily limited to,
maintenance agreements covering the expected useful life of the equipment; federal, state, and
local taxes and other government assessments; and installation charges, excluding capital
expenditures for physical plant renovation or in-wall shielding, which should be included
under construction costs or incorporated in a facility lease.

-- For projects that include new construction, modification, and/or renovation; documentation
must be provided from a contractor and/or architect that support the estimated construction
costs.

Response: The Project Costs Chart is completed. This Application includes administrative costs, and a
relatively small amount for equipment, only, and there is no construction or renovation. The higher of
FMYV and/or lease costs for the site were approved when the original ASTC was approved.

22



PROJECT COSTS CHART

Construction and equipment acquired by purchase. 15 P 2 '32
. o 2013 UG

1. Architectural and Engineering Fees
2. Legal, Administrative (Excluding CON Filing Fee), Consultant 50,000 .00
3. Acquisition of Site
4. Preparation of Site
5. Construction Costs (Possible Renovation)
6. Contingency Fund
7. Fixed Equipment (Not included in Construction Contract)
8. Moveable Equipment (List all equipment over $50,000) (NONE OVER $50K) 60,000 .00
9. Other (Specify)

Subsection A Total 110,000 .00
Acquisition by gift, donation, or lease.
1. Facility (Inclusive of Building and Land) (Estimated FMV) 0 .00
2. Building Only
3. Land Only
4. Equipment (Specify)
5. Other (Specify)

Subsection B Total 0 .00
Financing costs and fees
1. Interim Financing 0 .00
2. Underwriting Costs
3. Reserve for One Year’s Debt Service
4. Other (Specify)

Subsection C Total 0 .00
Estimated Project Cost (A + B + C) $ 110,000.00
CON Filing Fee $ 3.000.00
Total Estimated Project Cost (D + E) TOTAL $ 113.000.00
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2. Identify the funding sources for this project.

a. Please check the applicable item(s) below and briefly summarize how the project will be
financed. (Documentation for the type of funding MUST be inserted at the end of the application,
in the correct alpha/numeric ovder and identified as Attachment C, Economic Feasibility-2.)

A. Commercial loan--Letter from lending institution or guarantor stating favorable
initial contact, proposed loan amount, expected interest rates, anticipated term of the
loan, and any restrictions or conditions;

B. Tax-exempt bonds--Copy of preliminary resolution or a letter from the issuing
authority stating favorable initial contact and a conditional agreement from an
underwriter or investment banker to proceed with the issuance;

C. General obligation bonds—Copy of resolution from issuing authority or minutes from
the appropriate meeting.

— D. Grants--Notification of intent form for grant application or notice of grant award; or
X E. Cash Reserves--Appropriate documentation from Chief Financial Officer.
— F. Other—Identify and document funding from all other sources.

Response: The Applicant has space under lease at the present time. This Application includes
administrative costs, and a relatively small amount for equipment, only (already purchased), and there is
no construction or renovation. The higher of FMV and/or lease costs for the site were approved when
the original ASTC was approved. Cash reserves have been utilized to pay for these nominal costs.
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3. Discuss and document the reasonableness of the proposed project costs. If applicable, compare the
cost per square foot of construction to similar projects recently approved by the Health Services
and Development Agency.

Response: This Application includes administrative costs, and a relatively small amount for equipment,
only (already purchased), and there is no construction or renovation. The higher of FMV and/or lease
costs for the site were approved when the original ASTC was approved.

The most recent comparable ASTC approved by the HSDA was the PCET Surgery Center in Knoxville,
approved at the May 23, 2012 HSDA meeting. That particular project cost was $1,396,681.

The Surgical and Pain Treatment Center of Clarksville, LLC was denied at the December 12, 2012
meeting of the HSDA, and the project cost of that project was $1,012,993.

Therefore, our project cost is extremely reasonable.
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4. Complete Historical and Projected Data Charts on the following two pages--Do not modify the
Charts provided or submit Chart substitutions! Historical Data Chart represents revenue and
expense information for the last three (3) years for which complete data is available for the
institution. Projected Data Chart requests information for the two (2) years following the
completion of this proposal. Projected Data Chart should reflect revenue and expense projections
for the Proposal Only (i.e., if the application is for additional beds, include anticipated revenue
from the proposed beds only, not from all beds in the facility).

Response: Historical and Projected Data Charts are attached.

Historical Data Chart:

There is not sufficient historical utilization for the Applicant due to the fact interventional pain
management services were just starting to be provided for a time, prior to the HSDA reversing that
approval.

Projected Data Chart:

This chart includes projected data for interventional pain management procedures for the Applicant.
Note that the Applicant anticipates positive cash flow in both years.

Procedures: It is projected that 3,455 and 4,442 interventional pain management procedures will be
performed in years 1 and 2, respectively. These projections are based on historical utilization at the
Applicant’s facility, coupled with anecdotal information retrieved from several doctors in the Nashville

arca.
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HISTORICAL DATA CHART

Give information for the last three (3) years for which complete data are available for the facility or agency.

The fiscal year begins in January (month). ! ? 12
s U8 19
Response: ‘
Yr-1 Y-2 Yr-3
A.  Utilization/Occupancy Rate (visits) 0 0 0

B. Revenue from Services to Patients
l. Inpatient Services
2. Outpatient Services
3. Emergency Services
4. Other Operating Revenue (Specify)

0

oo |o
=

0

(=2 ) fan) e} fan]

Gross Operating Revenue

C. Deductions from Operating Revenue
1. Contractual Adjustments
2. Provision for Charity Care
3. Provision for Bad Debt

Total Deductions

= |& |©

NET OPERATING REVENUE

—
j—

D.  Operating Expenses
1. Salaries and Wages

Physician’s Salaries and Wages
Supplies

. Taxes

. Depreciation
Rent
Interest, other than Capital
Other Expenses (Specify)

PN LA W

Total Operating Expenses

E.  Other Revenue (Expenses)-Net (Specify)
NET OPERATING INCOME (LOSS)

S O & OO0 |O|IC|IOICIOC O O IS o0 ©
D O e oo Ioo|e O e e ol

o (O |e oo |o|o|o|o

F.  Capital Expenditures
1. Retirement of Principal
2. Interest

[
oS
=

Total Capital Expenditure 0 0 0

NET OPERATING INCOME (LOSS)
LESSCAPITAL EXPENDITURES 0 0 0
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Give information for the two (2) years following the co

PROJECTED DATA CHART
(Interventional Pain Management)

r%ple‘j?“l & t&g project. The fiscal year begins in

28

January (month). 0 G 1
Yr-1 Yr-2
Utilization/Occupancy Rate (surgical patients)) 3.455 4.442
Revenue from Services to Patients
1. Inpatient Services
2. Outpatient Services 4,646,975 5,974,490
3. Emergency Services
4. Other Operating Revenue (Specify)
Gross Operating Revenue 4,646,975 5,974,490
Deductions from Operating Revenue
1. Contractual Adjustments 3,299,352 4,241,887
2. Provision for Charity Care 232,348 298,724
3. Provision for Bad Debt 185,879 238,979
Total Deductions 3,717,579 4,779,590
NET OPERATING REVENUE 929,396 1,194,900
Operating Expenses
1. Salaries and Wages 125,000 128,750
2. Physician’s Salaries and Wages (Medical Director) 337,500 357,750
3. Supplies 120,000 135,000
4. Taxes 25,800 38.460
5. Depreciation 11,316 11,316
6. Rent 40,380 45,272
7. Interest, other than Capital
8. Management Fees:
a. Fees to Affiliates
b. Fees to Non-Affiliates
9. Other Expenses (Specify) office supplies, advertising, insurance 138,800 138,800
utilities
Total Operating Expenses 798,796 855,348
Other Revenue (Expenses)-Net (Specify)
NET OPERATING INCOME (LOSS) 130,600 339,552
Capital Expenditures
1. Retirement of Principal
2. Interest (on Letter of Credit)
Total Capital Expenditure
NET OPERATING INCOME (LOSS) LESS
CAPITAL EXPENDITURES
130,600 339,552




PROJECTED DATA CHART

(Total Facility)
Give information for the two (2) years following the com@gﬂoﬂf\f ajlsq%OJGCt The fiscal year begins in
January (month). ?_\“?’ W ‘
Yr-1 Yr-2
Utilization/Occupancy Rate (surgical patients)) 3.605 4,627

Revenue from Services to Patients

I. Inpatient Services
2. Outpatient Services 6,896,975 8.749,490

3. Emergency Services

4. Other Operating Revenue (Specify)

Gross Operating Revenue 6,896,975 8,749,490
Deductions from Operating Revenue
1. Contractual Adjustments 4,896,852 6,212,137
2. Provision for Charity Care 356,098 451,349
3. Provision for Bad Debt 298,379 377,779

Total Deductions 5,551,329 7,041,265
NET OPERATING REVENUE 1,345,646 1,707,865
Operating Expenses
1. Salaries and Wages 125,000 128,750
2. Physician’s Salaries and Wages (Medical Director) 337,500 357,750
3. Supplies 148,000 169,533
4. Taxes 25,800 34,5330
5. Depreciation 11.316 11,316
6. Rent 39,633 40.380
7. Interest, other than Capital
8. Management Fees:
a. Fees to Affiliates
b. Fees to Non-Affiliates

9. Other Expenses (Specify) office supplies, advertising, insurance, 138,800 138,800
utilities

Total Operating Expenses 825,249 881,062

Other Revenue (Expenses)-Net (Specify)

NET OPERATING INCOME (LOSS) 520,397 826,803

Capital Expenditures
1. Retirement of Principal

2. Interest (on Letter of Credit)

Total Capital Expenditure

NET OPERATING INCOME (LOSS) LESS

CAPITAL EXPENDITURES
520,397 826,803
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5. Please identify the project’s average gross charge, average deduction from operating revenue,
A proj ge g g g p
and average net charge.

Response: See (rounded) projected figures below for Year 1:

$ 1,345 Average Gross Charge per procedure
$ 1,076 Average Deduction from Operating Revenue per procedure
$ 269 Average Net Charge per procedure.

The above charges are facility charges, only. Clinical professionals, such as chiropractors, medical
doctors, doctors of osteopathy, and anesthesiologists, will bill for their own respective services. The
Applicant has no control over the billing or participating insurance providers for these clinical
professionals.

6. A. Please provide the current and proposed charge schedules for the proposal. Discuss any
adjustment to current charges that will result from the implementation of the proposal. Additionally,
describe the anticipated revenue from the proposed project and the impact on existing patient charges.

Response: There are no current charges. See (rounded) projected figures below for Year 1:

$ 1,345 Average Gross Charge per procedure
$ 1,076 Average Deduction from Operating Revenue per procedure
$ 269 Average Net Charge per procedure.

The above charges are facility charges, only. Clinical professionals, such as chiropractors, medical
doctors, doctors of osteopathy, and anesthesiologists, will bill for their own respective services. The
Applicant has no control over the billing or participating insurance providers for these clinical
professionals.

Anticipated revenue from the proposed project indicate a positive cash flow for the first two years of
operation.
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B. Compare the proposed charges to those of similar facilities in the service area/adjoining
service areas, or to proposed charges of projects recently approved by the Health Services and
Development Agency. If applicable, compare the proposed charges of the project to the current
Medicare allowable fee schedule by common procedure terminology (CPT) code(s).

Response: Attachment C.N.5.A is a list of all hospitals in the service area that report performing pain
management services. None of these hospitals are exclusively dedicated to pain management.

Attachment C.N.5.B is a list of all ASTCs in the service area that report performing pain management
services. Four of these ASTCs appear to be exclusively dedicated to pain management.

The fact that no existing hospitals are dedicated to pain management is not a derogatory statement. It
merely points out the fact that the Applicant will not be able to compare our anticipated charges with the
charge information from these existing providers. The Joint Annual Reports do not segregate
costs/charges by service. See Attachment C.N.5.C which shows charge information for the 4 ASTCs
which are apparently providing pain management services, only. Please note that the anticipated
charges by the Applicant are significantly lower than these 4 ASTCs.
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7. Discuss how projected utilization rates will be sufficient to maintain cost-effectiveness.

Response: The Projected Data Chart indicates sufficient income to maintain cost-effectiveness, with a
positive cash flow for both projected years. Obviously, income is dependent upon rendering services to
a sufficient number of patients. The Applicant believes such will be the case.

8. Discuss how financial viability will be ensured within two years; and demonstrate the
availability of sufficient cash flow until financial viability is achieved.

Response: The Projected Data Chart indicates sufficient income to maintain cost-effectiveness, with a
positive cash flow for both projected years. Obviously, income is dependent upon rendering services to
a sufficient number of patients. The Applicant believes such will be the case.
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% Discuss the project’s participation in state and federal revenue programs including a
description of the extent to which Medicare, TennCare/Medicaid, and medically indigent
patients will be served by the project. In addition, report the estimated dollar amount of
revenue and percentage of total project revenue anticipated from each of TennCare, Medicare,
or other state and federal sources for the proposal’s first year of operation.

Response:

Procedures: It is projected that 3,455 and 4,442 interventional pain management procedures will be
performed in years 1 and 2, respectively. These projections are based on historical utilization at the
Applicant’s facility, coupled with anecdotal information retrieved from several doctors in the Nashville
area.

Medicare and TennCare Revenue Projections: Based on the patients seen by the Applicant when
interventional pain management services were being provided, we anticipate the following patients:

Medicare  40%
Medicaid  10%
Commercial 45%
Private Pay 5%

Based on these projections, it is anticipated that the impact on Medicare will be as follows:
$4,646,975 x 40% = $1,858,790.
Likewise, it is anticipated that the impact on Medicaid will be as follows:

$4,646,975 x 10% x 30% State Share = $139,410.

10. Provide copies of the balance sheet and income statement from the most recent reporting
period of the institution and the most recent audited financial statements with accompanying
notes, if applicable. For new projects, provide financial information for the corporation,
partnership, or principal parties involved with the project. Copies must be inserted at the end
of the application, in the correct alpha-numeric order and labeled as Attachment C, Economic
Feasibility-10.

Response: Please see Attachment C.EF.10.
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11. Describe all alternatives to this project which were considered and discuss the advantages and
disadvantages of each alternative including but not limited to:

a. A discussion regarding the availability of less costly, more effective, and/or more efficient
alternative methods of providing the benefits intended by the proposal. If development of such
alternatives is not practicable, the applicant should justify why not; including reasons as to
why they were rejected.

Response: There were no other viable alternatives considered.

As stated earlier, the Applicant was approved to provide MUA services. When we began the
procedures, we were advised by the insurers that we had to attempt interventional pain management
procedures first, or we would not be compensated for the traditional MUA procedure. We felt that
interventional pain management procedures were a part of MUA, and requested a determination from
the HSDA to that extent. We were approved by the HSDA to perform these procedures, and we did so.
Later, the HSDA decided we could not perform such procedures and we had to cease providing them.
Since we cannot be compensated for what we have already been approved for, we had to submit this
application.

b. The applicant should document that consideration has been given to alternatives to new
construction, e.g., modernization or sharing arrangements. It should be documented that
superior alternatives have been implemented to the maximum extent practicable.

Response: There were no other viable alternatives considered.

As stated earlier, the Applicant was approved to provide MUA services. When we began the
procedures, we were advised by the insurers that we had to attempt interventional pain management
procedures first, or we would not be compensated for the traditional MUA procedure. We felt that
interventional pain management procedures were a part of MUA, and requested a determination from
the HSDA to that extent. We were approved by the HSDA to perform these procedures, and we did so.
Later, the HSDA decided we could not perform such procedures and we had to cease providing them.
Since we cannot be compensated for what we have already been approved for, we had to submit this
application.
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CONTRIBUTION TO THE ORDERLY DEVELOPMENT OF HEALTH CARE

1. List all existing health care providers (e.g., hospitals, nursing homes, home care organizations,
etc.), managed care organizations, alliances, and/or networks with which the applicant
currently has or plans to have contractual and/or working relationships, e.g., transfer
agreements, contractual agreements for health services.

Response: The Applicant has a contractual relationship with St. Thomas Hospital. Please see
Attachment C.OD. 1.

2. Describe the positive and/or negative effects of the proposal on the health care system. Please
be sure to discuss any instances of duplication or competition arising from your proposal including a
description of the effect the proposal will have on the utilization rates of existing providers in the
service area of the project.

Response: The approval of this application should not have a material adverse impact on any health
care providers in the State. There are no facilities in our service area that are dedicated to the provision
of both interventional pain management and MUA procedures.

To our knowledge (based on JARs) we are not aware of any hospitals who provide interventional pain
management services exclusively, and cannot compare our data to the JARs. There are 4 ASTCs that
appear to limit their respective services to interventional pain management services, but those facilities
operated at 2,289 procedures per room in 2012 (Attachment C.N.5.B lists all ASTCs that provide pain
management services, and the 2012 data for these 4 ASTCs show that 25,171 procedures were
performed in 11 procedure rooms). Since these facilities are operating well above the Guidelines, there
should be no material adverse impact on these facilities when our application is approved.
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3. Provide the current and/or anticipated staffing pattern for all employees providing patient care
for the project. This can be reported using FTEs for these positions. Additionally, please compare the
clinical staff salaries in the proposal to prevailing wage patterns in the service area as published by the
Tennessee Department of Labor & Workforce Development and/or other documented sources.

Response: According to the Tennessee Department of Labor and Workforce Development, there are no
published reports available indicating the personnel positions required for the operation of a specialty
ASTC. As the publishing of such information might be considered a violation of Anti-Trust, existing
ASTCs cannot get together and decide on what salaries to pay for these positions. It should be assumed
that existing salaries will be commensurate with both abilities and the marketplace, and the Applicant
will maintain that staff. Atrachment C.OD.3 contains affiliated health care workers data.

Existing staff at the Applicant’s ASTC will be utilized for this service, and no new staff will be required.

The Applicant works with area training programs to allow students to rotate though our facility to
complete clinical training requirements. Further, doctors have been trained in the ASTC.

4. Discuss the availability of and accessibility to human resources required by the proposal,
including adequate professional staff, as per the Department of Health, the Department of Mental
Health and Developmental Disabilities, and/or the Division of Mental Retardation Services licensing
requirements.

Response: According to the Tennessee Department of Labor and Workforce Development, there are no
published reports available indicating the personnel positions required for the operation of a specialty
ASTC. As the publishing of such information might be considered a violation of Anti-Trust, existing
ASTCs cannot get together and decide on what salaries to pay for these positions. It should be assumed
that existing salaries will be commensurate with both abilities and the marketplace, and the Applicant
will maintain that staff. Artachment C.OD.3 contains affiliated health care workers data.

Existing staff at the Applicant’s ASTC will be utilized for this service, and no new staff will be required.

The Applicant works with area training programs to allow students to rotate though our facility to
complete clinical training requirements. Further, doctors are trained in the ASTC.
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5. Verify that the applicant has reviewed and understands all licensing certification as required
by the State of Tennessee for medical/clinical staff. These include, without limitation,
regulations concerning physician supervision, credentialing, admission privileges, quality
assurance policies and programs, utilization review policies and programs, record keeping, and
staff education.

Response: The Applicant is familiar with licensing certification requirements for an ASTC, as the
facility is already licensed.

6. Discuss your health care institution’s participation in the training of students in the areas of
medicine, nursing, social work, etc. (e.g., internships, residencies, etc.).

Response: The Applicant works with area training programs to allow students to rotate though our
facility to complete clinical training requirements. Further, doctors have been trained in the ASTC.
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7. (a) Please verify, as applicable, that the applicant has reviewed and understands the licensure
requirements of the Department of Health, the Department of Mental Health and Developmental
Disabilities, the Division of Mental Retardation Services, and/or any applicable Medicare
requirements. ‘

Response: The Applicant is familiar with licensing certification requirements for an ASTC, as the
facility is already licensed.

(b) Provide the name of the entity from which the applicant has received or will receive
licensure, certification, and/or accreditation.

Response:
Licensure: Tennessee Department of Health.
Accreditation: Medicaid, Medicare, TennCare, AAAHC.

(c) If an existing institution, please describe the current standing with any licensing,
certifying, or accrediting agency. Provide a copy of the current license of the facility.

Response: The ASTC is licensed. Please see Attachment C.OD.7(c).

(d) For existing licensed providers, document that all deficiencies (if any) cited in the last
licensure certification and inspection have been addressed through an approved plan of
correction. Please include a copy of the most recent licensure/certification inspection with an
approved plan of correction.

Response: Please see Attachment C.0D.7(d), which includes both TDOH Licensure survey and
AAAHC survey information.
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8. Document and explain any final orders or judgments entered in any state or country by a
licensing agency or court against professional licenses held by the applicant or any entities or
persons with more than a 5% ownership interest in the applicant. Such information is to be
provided for licenses regardless of whether such license is currently held. '

Response: There have been no final orders or judgments as are contemplated by this question.

9. Identify and explain any final civil or criminal judgments for fraud or theft against any person
or entity with more than a 5% ownership interest in the project

Response: There have been no final orders or judgments as are contemplated by this question.

10. If the proposal is approved, please discuss whether the applicant will provide the Tennessee
Health Services and Development Agency and/or the reviewing agency information concerning
the number of patients treated, the number and type of procedures performed, and other data
as required.

Response: The Applicant will provide all data contemplated by this question.

39



PROOF OF PUBLICATION

Attach the full page of the newspaper in which the notice of intent appeared with the mast and
dateline intact or submit a publication affidavit from the newspaper as proof of the publication of the
letter of intent.

Response: Please see attached tear sheet from The Tennessean.

DEVELOPMENT SCHEDULE

Tennessee Code Annotated § 68-11-1609(c) provides that a Certificate of Need is valid for a period not
to exceed three (3) years (for hospital projects) or two (2) years (for all other projects) from the date of
its issuance and after such time shall expire; provided, that the Agency may, in granting the
Certificate of Need, allow longer periods of validity for Certificates of Need for good cause shown.
Subsequent to granting the Certificate of Need, the Agency may extend a Certificate of Need for a
period upon application and good cause shown, accompanied by a non-refundable reasonable filing
fee, as prescribed by rule. A Certificate of Need which has been extended shall expire at the end of the
extended time period. The decision whether to grant such an extension is within the sole discretion of
the Agency, and is not subject to review, reconsideration, or appeal.

1. Please complete the Project Completion Forecast Chart on the next page. If the project will be
completed in multiple phases, please identify the anticipated completion date for each phase.

2. If the response to the preceding question indicates that the applicant does not anticipate
completing the project within the period of validity as defined in the preceding paragraph, please
state below any request for an extended schedule and document the “good cause” for such an
extension.

Form HF0004
Revised 05/03/04

Previous Forms are obsolete
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PROJECT COMPLETION FORECAST CHART

Enter the Agency projected Initial Decision date, as publlshed in Rule 68- él @9(0) 12/2010.

Assuming the CON approval becomes the final agemﬁa@tlon on that date indicate the number of day from
the above agency decision date to each phase of the completion forecast.

Anticipated Date
Phase DAYS (MONTH/YEAR)
REQUIRED

1. Architectural and engineering contract signed
2. Construction documents approved by the Tennessee

Department of Health
3. Construction contract signed
4. Building permit secured
5. Site preparation completed
6. Building construction commenced
7. Construction 40% complete
8. Construction 80% complete
9. Construction 100% complete (approved for

occupancy (renovation)
10. *Issuance of license 60 02/2014
11. *Initiation of service 60 02/2014

12. Final Architectural Certification of Payment

13. Final Project Report Form (HF0055)

* For projects that do NOT involve construction or renovation : Please complete items 10 and 11
only.

Note: If litigation occurs, the completion forecast will be adjusted at the time of the final
determination to reflect the actual issue date.
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AFFIDAVIT

. 2. 3
STATE OF TENNESSEE - o U8 15 PN

COUNTY OF DAVIDSON

E. Graham Baker. Jr., being first duly sworn, says that he/she is the applicant named in this application

or his/her/its lawful agent, that this project will be completed in accordance with the application, that the
applicant has read the directions to this application, the Rules of the Health Services and Development
Agency, and T.C.A. § 68-11-1601, et seq., and that the responses to this application or any other

questions deemed appropriate by the Health Services and Development Agency are true and complete to

the best of his/her knowledge.

% *A&—A/M’%A— ﬁ /Attorney

S—}@ATUREKTI/FL]*

Sworn to and subscribed before me this 15" day of _August, 2013 , a
(month) (year)

Notary Public in and for the County/State of Davidson/Tennessee.

“Cadsau &

NOTARY PUBLIC

Ard

My commission expires July 37, 2017.
(Month/Day) (Year)
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Attachment Specific Criteria

STATE OF TENNESSELE

STATE HEALTH PLAN

CERTIFICATE OF NEED STANDARDS AND CRITERIA

FOR

AMBULATORY SURGICAL TREATMENT CENTERS

Determination of Need

1. Need. The minimum numbers of 884 Cases per Operating Room and 1867 Cases per
Procedure Room are to be considered as baseline numbers for purposes of determining
Need. An applicant should demonstrate the ability to perform a minimum of 884 Cases
per Operating Room and/or 1867 Cases per Procedure Room per year, except that an
applicant may provide information on its projected case types and its assumptions of
estimated average time and clean up and preparation time per Case if this information
differs significantly from the above-stated assumptions. It is recognized that an ASTC
may provide a variety of services/Cases and that as a result the estimated average time
and clean up and preparation time for such services/Cases may not meet the minimum
numbers set forth herein. It is also recognized that an applicant applying for an ASTC
Operating Room(s) may apply for a Procedure Room, although the anticipated
utilization of that Procedure Room may not meet the base guidelines contained here.
Specific reasoning and explanation for the inclusion in a CON application of such a
Procedure Room must be provided. An applicant that desires to limit its Cases to a
specific type or types should apply for a Specialty ASTC.

Response:

Procedures: It is projected that 3,455 and 4,442 interventional pain management procedures
will be performed in years 1 and 2, respectively. These projections are based on historical
utilization at the Applicant’s facility, coupled with anecdotal information retrieved from several
doctors in the Nashville area.

2. Need and Economic Efficiencies. An applicant must estimate the projected surgical
hours to be utilized per year for two years based on the types of surgeries to be
performed, including the preparation time between surgeries. Detailed support for
estimates must be provided.

Response:

Procedures: It is projected that 3,455 and 4,442 interventional pain management procedures
will be performed in years 1 and 2, respectively. These projections are based on historical
utilization at the Applicant’s facility, coupled with anecdotal information retrieved from several
doctors in the Nashville area.



The ASTC will be available Monday through Friday, 8 hours per day. This means that the
ASTC will be available 120,000 minutes per year (5 days x 8 hours x 60 minutes x 50 weeks),
meaning that in Year 1, 34 minutes will be available for each procedure, and in Year 2, about 27
minutes will be available for each procedure. Since each procedure will take less than 15
minutes, sufficient time will be available.

3. Need: Economic Efficiencies; Access. To determine current utilization and need, an
applicant should take into account both the availability and utilization of either: a) all
existing outpatient Operating Rooms and Procedure Rooms in a Service Area,
including physician office based surgery rooms (when those data are officially reported
and available) OR b) all existing comparable outpatient Operating Rooms and
Procedure Rooms based on the type of Cases to be performed. Additionally,
applications should provide similar information on the availability of nearby out-of-state
existing outpatient Operating Rooms and Procedure Rooms, if that data are available,
and provide the source of that data. Unstaffed dedicated outpatient Operating Rooms
and unstaffed dedicated outpatient Procedure Rooms are considered available for
ambulatory surgery and are to be included in the inventory and in the measure of

capacity.

Response:

Attachment C.N.5.4 is a list of all hospitals in the service area that report performing pain
management services. None of these hospitals are exclusively dedicated to pain management.

Attachment C.N.5.B is a list of all ASTCs in the service area that report performing pain
management services. Four of these ASTCs appear to be exclusively dedicated to pain
management.

The fact that no existing hospitals are dedicated to pain management is not a derogatory
statement. It merely points out the fact that the Applicant will not be able to compare our
anticipated charges with the charge information from these existing providers. The Joint
Annual Reports do not segregate costs/charges by service. See Attachment C.N.5.C which
shows charge information for the 4 ASTCs which are apparently providing pain management
services, only. Please note that the anticipated charges by the Applicant are significantly lower
than these 4 ASTCs.

The approval of this application should not have a material adverse impact on any health care
providers in the State. There are no facilities in our service area that are dedicated to the
provision of both interventional pain management and MUA procedures.

To our knowledge (based on JARs) we are not aware of any hospitals who provide
interventional pain management services exclusively, and cannot compare our data to the
JARs. There are 4 ASTCs that appear to limit their respective services to interventional pain
management services, but those facilities operated at 2,289 procedures per room in 2012
(Attachment C.N.5.B lists all ASTCs that provide pain management services, and the 2012
data for these 4 ASTCs show that 25,171 procedures were performed in 11 procedure rooms).
Since these facilities are operating well above the Guidelines, there should be no material
adverse impact on these facilities when our application is approved.

4, Need and Economic Efficiencies. An applicant must document the potential impact that
the proposed new ASTC would have upon the existing service providers and their




referral patterns. A CON application to establish an ASTC or to expand existing
services of an ASTC should not be approved unless the existing ambulatory surgical
services that provide comparable services regarding the types of Cases performed, if
those services are known and relevant, within the applicant's proposed Service Area or
within the applicant's facility are demonstrated to be currently utilized at 70% or
above.

Response:

Attachment C.N.5.A is a list of all hospitals in the service area that report performing pain
management services. None of these hospitals are exclusively dedicated to pain management.

Attachment C.N.5.B is a list of all ASTCs in the service area that report performing pain
management services. Four of these ASTCs appear to be exclusively dedicated to pain
management.

The fact that no existing hospitals are dedicated to pain management is not a derogatory
statement. It merely points out the fact that the Applicant will not be able to compare our
anticipated charges with the charge information from these existing providers. The Joint
Annual Reports do not segregate costs/charges by service. See Attachment C.N.5.C which
shows charge information for the 4 ASTCs which are apparently providing pain management
services, only. Please note that the anticipated charges by the Applicant are significantly lower
than these 4 ASTCs.

The approval of this application should not have a material adverse impact on any health care
providers in the State. There are no facilities in our service area that are dedicated to the
provision of both interventional pain management and MUA procedures.

To our knowledge (based on JARs) we are not aware of any hospitals who provide
interventional pain management services exclusively, and cannot compare our data to the
JARs. There are 4 ASTCs that appear to limit their respective services to interventional pain
management services, but those facilities operated at 2,289 procedures per room in 2012
(Attachment C.N.5.B lists all ASTCs that provide pain management services, and the 2012
data for these 4 ASTCs show that 25,171 procedures were performed in 11 procedure rooms).
Since these facilities are operating well above the Guidelines, there should be no material
adverse impact on these facilities when our application is approved.

5. Need and Economic Efficiencies. An application for a Specialty ASTC should present
its projections for the total number of cases based on its own calculations for the
projected length of time per type of case, and shall provide any local, regional, or
national data in support of its methodology. An applicant for a Specialty ASTC should
provide its own definitions of the surgeries and/or procedures that will be performed
and whether the Surgical Cases will be performed in an Operating Room or a
Procedure Room. An applicant for a Specialty ASTC must document the potential
impact that the proposed new ASTC would have upon the existing service providers
and their referral patterns. A CON proposal to establish a Specialty ASTC or to
expand existing services of a Specialty ASTC shall not be approved unless the existing
ambulatory surgical services that provide comparable services regarding the types of
Cases performed within the applicant's proposed Service Area or within the
applicant's facility are demonstrated to be currently utilized at 70% or above. An
applicant that is granted a CON for a Specialty ASTC shall have the specialty or
limitation placed on the CON.




Response:

Procedures: It is projected that 3,455 and 4,442 interventional pain management procedures
will be performed in years 1 and 2, respectively. These projections are based on historical
utilization at the Applicant’s facility, coupled with anecdotal information retrieved from several
doctors in the Nashville area.

The ASTC will be available Monday through Friday, 8 hours per day. This means that the
ASTC will be available 120,000 minutes per year (5 days x 8 hours x 60 minutes x 50 weeks),
meaning that in Year 1, 34 minutes will be available for each procedure, and in Year 2, about 27
minutes will be available for each procedure. Since each procedure will take less than 15
minutes, sufficient time will be available.

Other Standards and Criteria

6. Access to ASTCs. The majority of the population in a Service Area should reside
within 60 minutes average driving time to the facility.

Response:

The majority of patients in the service area will reside within 60 minutes average driving time to our
facility.

7.  Access to ASTCs. An applicant should provide information regarding the relationship
of an existing or proposed ASTC site to public transportation routes if that
information is available.

Response:

Buses run on White Bridge Road, West End Avenue, and Charlotte Pike, and private taxis are
also available. As the site of the proposed facility is on White Bridge Road, the site is readily
accessible for patients.

8. Access to ASTCs. An application to establish an ambulatory surgical treatment center
or to expand existing services of an ambulatory surgical treatment center must project
the origin of potential patients by percentage and county of residence and, if such data
are readily available, by zip code, and must note where they are currently being
served. Demographics of the Service Area should be included, including the anticipated
provision of services to out-of-state patients, as well as the identity of other service
providers both in and out of state and the source of out-of-state data. Applicants shall
document all other provider alternatives available in the Service Area. All
assumptions, including the specific methodology by which utilization is projected, must
be clearly stated.

Response:

The Applicant’s service area consists of Davidson, Williamson, Rutherford and Robertson
Counties (patient origin of 98% of the patients of Tennessee Spine and Nerve Institute, Inc., in
2009, in order by county).

9. Access and Economic Efficiencies. An application to establish an ambulatory surgical
treatment center or to expand existing services of an ambulatory surgical treatment




center must project patient utilization for each of the first eight quarters following
completion of the project. All assumptions, including the specific methodology by
which utilization is projected, must be clearly stated.

Response:

It is anticipated that utilization will be as follows:

1" Quarter 863 procedures

2" Quarter 864 procedures
i p

3" Quarter ~ 864 procedures

4" Quarter 864 procedures

5™ Quarter 1,110 procedures
l p

6™ Quarter 1,110 procedures
. p

7" Quarter 1,111 procedures

8™ Quarter 1,111 procedures

10. Patient Safety and Quality of Care; Health Care Workforce.

a. An applicant should be or agree to become accredited by any accrediting
organization approved by the Centers for Medicare and Medicaid Services, such
as the Joint Commission, the Accreditation Association of Ambulatory Health
Care, the American Association for Accreditation of Ambulatory Surgical
Facilities, or other nationally recognized accrediting organization.

b. An applicant should estimate the number of physicians by specialty that are
expected to utilize the facility and the criteria to be used by the facility in
extending surgical and anesthesia privileges to medical personnel. An applicant
should provide documentation on the availability of appropriate and qualified
staff that will provide ancillary support services, whether on- or off-site.

Response:

The Applicant is licensed by the TDOH, is certified by both Medicare and Medicaid, and is
accredited by AAAHC.

To date, at least 4 physicians have utilized our ASTC.

11.  Access to ASTCs. In light of Rule 0720-11.01, which lists the factors concerning need
on which an application may be evaluated, and Principle No. 2 in the State Health
Plan, "Every citizen should have reasonable access to health care," the HSDA may
decide to give special consideration to an applicant:

a. Who is offering the service in a medically underserved area as designated by the
United States Health Resources and Services Administration;

b. Who is a "safety net hospital" or a "children's hospital" as defined by the
Bureau of TennCare Essential Access Hospital payment program;

¢. Who provides a written commitment of intention to contract with at least one
TennCare MCO and, if providing adult services, to participate in the Medicare
program; or



d. Who is proposing to use the ASTC for patients that typically require longer
preparation and scanning times. The applicant shall provide in its application
information supporting the additional time required per Case and the impact on
the need standard.

Response:

The Applicant agrees that every citizen should have reasonable access to health care. When we
opened our ASTC, patients started coming to our facility. Unfortunately, we were forced to shut
it back down due to a change by the HSDA. We contract with:

BLUECARE

AMERIGROUP

TENNCARE SELECT

BLUE ADVANTAGE

SECURE HORIZON

HUMANA GOLD CHOICE/EMERALD PLAN/DIAMOND PLAN
HEALTHSPRING MEDICARE ADVANTAGE PLAN
HEALTHSPRING COVENTRY

WINDSOR / MEDICARE EXTRA

GOLDEN RULE

UNITED MEDICAL RESOURCES

HERITAGE SELECT

STERLING OPTIONS I & 11

MEDICARE COMPLETE

PYRAMID LIFE INSURANCE COMPANY

SEDGWICK

TODAY’S OPTIONS

UHC PLAN OF RIVER VALLEY

MEDICARE RAILROAD (RETIREMENT BOARD) FOR RAILROAD
EMPLOYEES

DME CONTRACTORS FOR MEDICARE:

NATIONAL GOVERNMENT SERVICES: FOR REGION B
NORIDIAN FOR REGION D AND REGION A
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Business Entity Detail

Entity details cannot be edited. This detail reflects the current state of Actions Available For This Entity:

the filing In the system. File Annual Report hdate Mailing Address
Return to the Business Information Search. Certificate of Existence Change Registered Agent
000640122: Limited Liability Company - Domestic [ Printer Friendly ye_rs_iotﬂ

Name: MUA of Middle Tennessee, LLC

Status: Active Initial Filing Date: 09/15/2010
Formed in: TENNESSEE Delayed Effective Date:
Fiscal Year Close: December AR Due Date: 04/01/2014
Term of Duration: Perpetual Inactive Date:
Principal Office: 28 WHITE BRIDGE RD
STE 210

NASHVILLE, TN 37205-1467 USA
Mailing Address: 28 WHITE BRIDGE RD

STE 210
NASHVILLE, TN 37205-1467 USA
AR Exempt: No Qbligated Member Entity: No
Managed By: Member Managed Number of Members: 4

Assumed Names ” History | Registered Agent

Name Status Expires
No Assumed Names Found..,

Divislon of Buslness Services
312 Rosa L. Parks Avenue, Snodgrass Tower, 6th Floor
Nashville, TN 37243
615-741-2286
Emall | Dlrectlons | Hours and Holidavs
Contact Us | Site Map | Web Policles | Disclaimer | Department of State | Tennessee.goy.

© 2012 Tennessee Department of State

http://tnbear.tn.gov/ECommerce/FilingDetail.aspx?CN=18924706922415101113411713903... 5/9/2013
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STATE OF TENNESSEE
Tre Hargett, Secretary of State

Division of Business Services

William R. Snodgrass Tower
312 Rosa L. Parks AVE, 6th FL
Nashville, TN 37243-1102

Filing Information

Name: MUA of Middle Tennessee, LLC

General Information

SOS Control # : 640122 Formation Locale: TENNESSEE
Filing Type: Limited Liability Company - Domestic Date Formed: 09/15/2010
Filing Date: 09/15/2010 1:10 PM Fiscal Year Close 12

Status: Active Member Count: 4

Duration Term: Perpetual

Managed By: Member Managed

Registered Agent Address Principal Address

TERRY TOTTY, D.C. STE 210

STE 210 28 WHITE BRIDGE RD

28 WHITE BRIDGE RD NASHVILLE, TN 37205-1467

NASHVILLE, TN 37205-1467

The following document(s) was/were filed in this office on the date(s) indicated below:
Date Filed Filing Description Image #
03/19/2013 2012 Annual Report 7170-0416
Principal Address 1 Changed From: 28 WHITE BRIDGE ROAD To: 28 WHITE BRIDGE RD
Principal Address 2 Changed From: # 210 To: STE 210
Principal Postal Code Changed From: 37205 To: 37205-1467
Member Count Changed From: 3 To: 4
01/09/2012 2011 Annual Report 6980-0592

Member Count Changed From: 2 To: 3

01/11/2011 2010 Annual Report A0053-0317
Principal County Changed From: No value To: Davidsom
Member Count Changed From: 1 To: 2

09/15/2010 Initial Filing 6770-0318

Active Assumed Names (if any) Date Expires

Page 1 of 1



Attachment A.6

THE STATE OF TENNESSEE.

COUNTY OF DAVIDSON

LESSOR

THIS LEASE AGREEMENT made and etered into on this [st day of September 2009, between NOL,
LLC a Tennessee Limited Liability Corporation, (hereinafier called "Lessor™) whose address for purposes

hereof is 28 White Bridge Road, Nashville, TN 37205;

-and-

LESSEE

Tennessee Spine and Nerve Institute, Inc.,, a Tennessee Corporation, (hereinafter called "Lessee") whose
address for purposes hereof is 28 White Bridge Road, Suite 208, Nashville, TN 37205 and thereafter being
that of the "Building" (hereinafter defined).

WITNESSETH:

LEASED PREMISES

L. Subject to and upon the terms, provisions and conditions hereinafter set forth, and each in
consideration of the duties, covenants and obligations of the other hereunder, Lessor does hereby lease,
demise and let to Lessee and Lessee does hereby lease from Lessor those certain premises (herginafter
sometimes called the "leased premises") in the building known as the Anderson Building (herein called the
"Building") located at 28 White Bridge Road, Nashville, Tennessee 37205, such premises being more

particularly described as follows:

3,383.08 Square Feet on the Second Floor, Suite #208

The term "Net Rentable Area" (NRA), as used herein, shall refer to:

(A) in the case of a single tenancy floor, all floor area measured from the inside surface of the outer
glass or finished column or exterior wall of the Building (whichever surface represents the farthest distance
from the surface of any opposite exterior or interior wall, excluding only the areas ("Service Areas") within
the exterior walls used for elevator mechanical rooms, building stairs, fire towers, refuse disposal shaft,
slevator shafts, flues, vents, stacks, pipe shafts and vertical ducts, but including any "Service Areas" which
are for the specific use of the particular tenant such as special stairs, elevators and hallways-lobbies.



(B) In the case of a partial floor, all floor areas within the inside surface of the outer glass or finished
cdlumn or exterior walls enclosing the portion of the Lease Premises on such floor and measured to the mid-
point of the walls separating areas leased by or held for lease to other tenanis or from areas devoted to
corridors, elevator foyers, rest rooms, mechanical rooms, janitor closets, refuse disposal shafts, elevator
shafts, flnes, vents, stacks, pipe shafts and vertical ducts on a particular floor (hereinafter sometimes called
"Common Areas"), but including a proportionate part of the "Common Areas" located on such floor based
upon the ratio which the Tenant's NRA on such floor {(determined by excluding such "Common Areas"}
bears to the aggregate NRA on such floor (determined by excluding such "Common Areas"). No deductions
from NRA are made for columns or projections necessary to the Building. The NRA in the ieased premises
has been calculated on the basis of the foregoing definition and is hereby stipulated for all purposes hereof
to be 5,383.08 square feet for suite 208, whether the same should be more or less as a result of minor
variations resulting from actual construction and completion of the leased premises for occupancy so long as
such work is done in accordance with the terms and provisions hereof,

1.

TERM

1. Subject to and upon the terms and conditions set forth herein, or in any exhibit or addendum

- heretoy-this lease shall continue-in-foree-for a term-of Bighty-Four (84) months; beginning on the First dayof —

September, 2009, and ending on the Thirty-First day of August, 2016.
USE

2. The Leased Premises are to be used and occupied by Lessee solely for the purpase of office
space, chiropractic, and medical services.

BASE RENTAL

Ny

3. Lessee hereby agrees to pay a base annual rental (herein called "Base Rental") as shown o
EXHIBIT A. The Lessee shall also pay, as additional rent, ail such other sums of money as shall become
due from and payable by Lessee to Lessor under this Lease. The Lessor shall have the same remedies for
default for the payment of additional rent as are available to Lessor in the case of a default in the payment of
Base Rental. Such Base Rental, together with any adjustiment of rent provided for herein, then in effect
shall be due and payable in twelve (12) equal installments on the first day of each calendar month during
the initial term of this Lease and any extensions or renewals thereof, and Lessee hereby agrees to so pay
such rent to Lessor at Lessor's address as provided herein (or such other address as may be designated by
Lessor from time to time) monthly, in advance, without demand. If the terms of this Lease Agreement as
heretofore established commences on other than the first day of a month, or terminates on other than the last
day of a month, then the installments of Base Rental for such month or months shall be prorated and the
installments.so prorated shall be paid in advance. All past due installments of rent shall bear interest at the

maximum lawful rate per annum unti! paid.



BASE RENTAL ADJUSTMENT

BASE RENTAL ADJUSTMENT

4. The Base Rental Adjustment shall be calculated and paid in accordance with the following:

(a) Lessee's Base Rental includes a component applicable to Basic Costs (hereinafter
defined) equal to the Basic Costs per square foot of Net Rentable Area for the calendar year 2008. Net
Rental Area for these purposes will be 5,383.08 square feet. Basic Costs are an estimate as if the Building
were in operation on the date Lessee received Lessor's proposal,

(b) Prior to the commencement of each calendar year of Lessee's occupancy, Lessor shall provide an
estimate in reasonable detail of Basic Costs for said calendar year. Lessee shall pay a base Rental for said
calendar year adjusted upward or downward, as appropriate, by the amount of difference between the prior
calendar year's estimated Basic Costs per square foot and the coming year's estimated Basic Costs per

square Toot,

(¢) Within 150 days ot as soon thereafter as possible of the conclusion of which calendar year of

the lease term, Lessor shati-furmish to Lesseean-audited statement -inreasonable-detail-ofT.essor's Basic ~ -

Cost for said lease year. A (ump sum payment will be made from Lessor to Lessee or from Lessee to
Lessor, as appropriate, within 30 days of the delivery of such audited statement equal to the product of the
square footage in the Leased Premises and the difference in actual Basic Costs per square foot and estimated
Basic Costs per square foot. The effect of this reconciliation payment is that Lessee will pay during the
lease term its share of Basic Cost increases over the original Basic Costs per square foot of Net Rentable

Area for the calendar year 2008,

Nothing contained in this Paragraph 4 shall be construed at any time so to reduce the monthly installments
of Base Rental payable hereunder below the amount set forth in Article II, Paragraph 3 of this Lease

Agreement.

5. "Basic Costs" as said term is used herein shall consist of all operating expenses of the Building, which
shall be computed on the accrual basis and shall consist of all expenditures by Lessor to meaintain all
facilities in operation at the beginning of the Lease Term and such additional facilities in subsequent years
as may be determined by Lessor to be necessary and beneficial for the operations of the Building, All
operating expenses shall be determined in accordance with generally accepted accounting principles which
shall be consistently applied. The term "operating expenses" as used herein shall mean all reasonable
expenses, costs, and disbursements (but not replacement of capital investment items nor specific costs,
especially billed to and paid by specific tenants, nor broker commissions) of every kind and nature which
Lessor shall pay or become obligated to pay because of or in connection with the ownership and operation
of the Building, including but not limited to, the following:

(3) Wages and salaries of all employees engaged in operating and maintenance or security of the
Building and of personnel who may provide traffic control relating to ingress and egress between the
Parking Garage and adjacent public streets. All taxes, insurance and benefits relating to employees

providing these services shall be included.



(b) All supplies and materials used in operation and maintenance of the Building.

(c) Cost of all utilities for the Building, including the cost of water and power, heating, lighting,
air conditioning and ventilating for thé Building.

(d) Cost of all maintenance, janitorial, and service agreements for the Building (including the
lawns appurtenant to the Building and the drive in front of the Building) and the equipment therein,

including alarm service, window cieaning and elevator maintenance.

(e) Cost of all insurance relating to the Building, including the cost of casualty and liability
insurance applicable to the Building and Lessor's personal property and used in connection therewith.

() All taxes and assessments and governmental charges whether federal, state, county or
municipal, and whether they be by taxing districts or authorities presently taxing the leased premises or by
others, subsequently created or otherwise, and any other taxes and assessments attributable to the Buiiding
or its operation (including the lawns appurtenant to the Building and the drive in front of the Building). [t is
agreed that Lessee will be responsible for ad valorem taxes on its personal property and on the value of
fease hold improvements to the extent that same exceed standard building allowances.

(g) Cost of repairs and general maintenance (excluding repairs and general maintenance paid by
proceeds of insurance or by Lessee or other third parties, and alterations attributable solely to tenants of the

Building other than Lessee).

(h) Amortization of the cost of installation of capital investment ftems which are primarily for
the purpose of reducing operating costs or which may be required by governmental authority. All such costs
shall be amortized over the reasonable life of the capital investment items by an additional charge to be
added to rent and paid by Lessee as Additional Rent, with the reasonable life and amortization schedule
being determined in accordance with generally accepted accounting principles and in no event to extend
beyond the reasonable life of the Building.

(i) Lessor's central accounting costs applicable to the Building,

Notwithstanding any other provision herein to the contrary, it is agreed that in the event the
Building is hot fully occupied during any year of the lease term, an adjustment shall be made in computing
Lessee's share of the Basic Costs for such year so that the Basic Costs shall be computed for such year as
though the Building had been fully occupied during such year.

Lessee, at its expense, shall have the right at all reasonable times to audit Lessor's books and
records relating to this lease for any year or years for which additional rental payments become due; or at
Lessor's sole discretion, Lessor will provide such audit prepared by a certified public accountant.



L

LESSOR COVENANTS AND AGREES WITH LESSEL:

SERVICES FURNISHED BY LESSOR

1. To cause public utilities to furnish the electricity, gas and water utilized in operating any and all
facilities serving the Leased Premises.

2. To provide (as part of the Basic Cost of the Building) entry to the Building during the weekends
and after normal working hours during the week, Lessor shall not be liable to Lessee for losses due to theft
or burglary, or for damages done by unauthorized persons on the premises.

3. To furnish (as part of the Basic Costs of the Building), Lessee while occupying the premises:
(a) Hot and cold water at those points of supply provided for general use of other tenants

in the Building; central heat and air conditioning in season, at such temperatures and in such amounts as are
considered by Lessor to be standard, but service at times during week days other than normal business hours

~for the Building, on Saturday afiernoons, Sundays and Holidays to be firnished only upon the request of -

Lessee, who shall bear the entire cost thereof; routine maintenance and electric lighting service for all
public areas and special service areas of the Building in the manner and to the extent deemed by Lessor to

be standard.

(b) Electrical facilities to furnish sufficient power for typewriters, voice writers,
calculating machines and other machines of similar fow electric consumption; but not including electricity
required for duplicating and electronic data processing equipment, special lighting in excess of building
standard, and any other item of electrical equipment which singly consumes more than 0.5 kilowats at rated
capacity or requires a voltage other than |20 volts, single phase,

(¢) Basic janitorial services fives times per week. Failure by Lessor to any extent to furnish the
defined services in Paragraphs 1, 2 and 3 of this Article III, or any cessation thereof resulting from causes
beyond the reasonable control of Lessor shall not render Lessor liable in any respect for damages to either
person or property, nor be construed as an eviction of Lessee, nor work an abatement of rent, nor relieve
Lessee from fulfillment of any covenant or agreement hereof, Should any of the equipment or machinery
break down, or for any cause cease to function properly, Lessee shall have no claim for rebate of rent or
damages on account of an interruption in service occasioned thereby or resulting therefrom. Landlord will

repair with due diligence.



KEYS AND LOCKS

4. To furnish Lessee two (2) keys for each corridor door entering the Leased Premises. Additional
keys will be furnished at a charge by Lessor on an order signed by Lesses or Lessee's authorized
representative, All such keys shall remain the property of Lessor. No additional locks shall be allowed on
any door of the Leased Premises without the Lessor's permission, and Lessee shall not make, or permit to be
made, any duplicate keys, except those fumished by Lessor. Upon termination of this lease, Lessee shall
surrender to Lessor all keys of the Leased Premises, and give to Lessor an explanation of the combination of
all Jocks for safes, safe cabinets and vault doors, if any, in the Leased Prernises.

GRAPHICS

5. To provide and install, at Lessee's cost, all letters or numerals on doors in the Leased Premises.
All such letters and numerals shall be in the Building standard graphics, and no others shall be used or
permitted on the Leased Premises. Lessee's Logo may be used for suite identification so long as the
building's standard signage format is used.

- PEACEFUL ENJOYMENT-

6. That Lessee shall, and may peacefully have, hold and enjoy the Leased Premises, subject to the
other terms hereof, provided that Lessee pays the rental and other sums herein recited to be paid by Lessee
and performs all of Lessee's covenants and agreements herein contained. It is understood and agreed that
this covenant and any and all other covenants of Lessor contained in the lease shall be binding upon Lessor
and its successors only with respect to breaches occurring during its and their respective ownership of the

l.essor's interest hereunder.,

LIMITATION OF LESSOR'S PERSONAL LIABRILITY

7. Lessee specifically agrees to look solely to Lessor's interest in the Building for the recovery of
any judgment froin Lessor, it being agreed that Lessor shall never be personally liable for any such
Judgment, The provision contained in the foregoing sentence is not intended to, and shall not, limit any
right that Lessee miglt otherwise have to obtain injunctive relief against Lessor or Lessot's successors in
interest or any other action not involving the personal liability of Lessor to respond in monetary damages
from assets other than Lessot's interest in the Building or any suit or action in connection with enforcement
or collestion of amounts which may become owing or payable under or on account of insurance maintained

by Lessor,



PARKING

8. Lessee shall at all times during the term of this lease have the right to park automobiles in fourteen
(14) spaces [ocated in the outdoor parking area of the Building designated by Lessor. Lessee shall have the
right to park automobiles in three (3) indoor parking spaces of the indoor parking area of the Building, but
will be charged for only two {2) spaces, at a rate of Thirty-five and no/100 dollars (835.00) per space per
month or such other amount as may be established by the Lessor from time to time, subject to availability.

Iv.

LESSEE COVENANTS AND AGREES WITH LESSOR:

PAYMENTS BY LESSEE

1. To pay all rent and sums provided to be paid fo Lessor hercunder at the times and in the manner
herein provided,

REPAIRS BY LESSOR

2. Unless otherwise stipulated herein, Lessor shall not be required to make any improvements to or
repairs of any kind or character on the Leased Premises during the term of this Jease, except such repairs as
may be deemed necessary by Lessor for normal maintenance operations, to include: roof, structural,
electrical, HVAC, plumbing, glass, and common areas. The obligations of Lessor to maintain and repair the
Leased Premises shall be Jimited to Building standard items. Special leasehold improvements will, at
Lessee's written request, be maintained by Lessor at Lessee's expense, at a cost or charge equal to the costs
incurred in such maintenance plus an additional charge to cover overhead.

REPAIRS BY LESSEE

3. Atits own cost and expense, to repair or replace any damage or injury done to the Building, or
any part thereof, caused by Lessee or Lesses's agents, employees, invitees, or visitors; provided, however, if
Lessee fails to make such repairs or replacement promptly, Lessor may, at its option, make repairs or
replacement, and Lessee shall repay the cost thereof to the Lessor on demand, subject to Article V,
Paragraph 15, Lessor shall have sole authority to approve plans for such repairs if the cost of such repairs

exceeds $3,000.00,

CARE OF THE LEASED PREMISES

4, Not to commit or allow any waste or damage to be committed on any portion of the Leased
Premises, and at the termination of this Lease, by lapse of time or otherwise, to deliver up said Leased
Premises to Lessor in as good condition as at date of possession by Lessee, ordinary wear and tear excepted,



and upon such termination of this Lease, Lessor shall have the right to re-enter and resume possession of the
Leased Premises.

ASSIGNMENT OR SUB-LEASE

5. In the event Lessee should desire to assign this Agreement or sublet the Leased Premises or any
part thereof, Lessee shall give Lessor written notice of such desire at least sixty (60) days in advance of the
date on which Lessee desires to make such assignment or sublease. Lessor shall then have a period of thirty
(30) days following receipt of such notice within which to notify Lessee in writing that Lessor elects either
(1) to terminate this Agreement as to the space so affected as of the date so specified by Lessee in which
event Lessee will be relieved of all further obligation hereunder as to such space, or (2) to permit Lessee to
assign or sublet such space, subject, however, to subsequent written approval (consent shall not be
unreasonably withheld) of the proposed assignee or sub-lessee by Lessor, or (3) to refuse, in Lessor's sole
and absolute discretion, to consent to Lessee's assignment or subleasing such space and to continue this
Lease in full force and effect as to the entire Leased Premises. If Lessor should fail to notify Lessee in
writing of such election within said (30) day period, Lessor shall be deemed to have elected option (2)
above. If Lessor elects to exercise option (2) above, Lessee agrees to provide, at its expense, direct access
from the assignment or subleased space to a public corridor of the Building. No assignment or subletting by

Lessee-shall relieve-Lessee-of any-obligation under this Lease:—Any attempted assignment or sublease by~

Lessee in violation of the terms and covenants of this paragraph shall be void.

ALTERATIONS, ADDITIONS, IMPROVEMENTS

6. Not to permit the Leased Premises (o be used for any purpose other than that stated in the use
clause hereof, or make or allow to be made any alterations or physical additions in or to the Leased Premises
which are visible from outside the Leased Premises, without first obtaining the written consent of Lessor.
Any and all such alterations, physical additions, or improvements, when made to the Leased Premises by
Lessee, shall at once become the property of Lessor and shall be surrendered to Lessor upon termination of
this Lease by lapse of time or otherwise; provided, however, this clause shall not apply to movable
equipment or furniture owned by Lessee, Lessee agrees not to permit any portable heaters to be used in the
Leased Premises. Lessee agrees that no food, soft drink or other vending machine will be installed within
the Leased Premises without the prior written consent of Lessor.

LEGAL USE AND VIOLATYONS OF INSURANCE COVERAGE

7. Not to occupy or use, or permit any portion of the Leased Premises to be occupied or used for
any business or purpose which is unlawful, disreputable or deemed to be extra hazardous on account of fire,
or permit anything to be done which would in any way increase the rate of fire or liability or any other
insurance coverage on said Building and/or its contents,



LAWS AND REGULATIONS; RULES OF BUILDING

8. To comply with alt laws, ordinances, rules and regulations (State, Federal, Municipal and other
agencies or hodies having any jurisdiction thersof) relating to the use, condition or occupancy of the Leased
Premises. Lessee will comply with the rules of the Building adopted and altered by Lessor from time to
time for the safety, care and cleanliness of the Leased Premises and Building and for preservation of good
order therein, all of which will be sent by Lessor to Lessee in writing and shall be thereafter carried out and

observed by Lessee.

ENTRY FOR REPAIRS AND INSPECTION

9. To permit Lessor or its agents or representatives to enter into and upon any part of the Leased
Premises at all reasonable hours to inspect the same, clean or make repairs, alterations or additions thereto,
as Lessor may deem necessary ot desirable, and Lessee shall not be entitled to any abatement or reduction

of rent by reason thereof.

NUISANCE

10. To conduct its business and control its agents, employees, invitees, and visitors in such manner
as not to create any nuisance, or interfere with, annoy or disturb any other tenant or Lessor in its operation

of the Building.

SUBORDINATION TO MORTGAGE AND GROUND LEASE

11. This Lease is subject and subordinate to any first and second lien mortgages or deeds of trust
which may now or hereafter encumber the Building of which the leased premises form a part and to all
renewals, modifications, consolidations, replacements and extensions thereof. This clause shall be self-
operative and no further instrument of subordination need be required by any mortgagee. In confirmation of
such subordination, however, Lessee shall at Lessor's request execute promptly any appropriate certificate
or instrument that Lessor may reasonably request. Lessee hereby constitutes and appoints Lessor with the
ability to execute any such certificate or instrument for and on behalf of Lessee. In the event of the
enforcement by the trustee or the beneficlary under any such mortgage or deed of trust of the remedies
provided for by law or by such mortgage or deed of trust, Lessee will, upon request of any person or party
succeeding to the interest of Lessor as a result of such enforcement, automatically become the Lessee of
such successor in interest without change in the terms or other provisions of such Lease; provided, however,
that such successor in interest shall not be bound by (i) any payment of rent or additional rent for more than
one month in advance, except prepayments in the nature of security for the performance by Lessee of its
obligations under this Lease, or (ii) any amendment or modification of this Lease made without the written
consent of such trustee or such beneficiary or such successor in interest. Upon request by such successor in
interest, Lessee shall execute and deliver an instrument confirming the attornment herein provided for.



ESTOPPEL CERTIFICATE OR THREE PARTY AGREEMENT

12, At Lessor's request, Lessee will execute either an estoppel certificate addressed to Lessor's
mortgagee or a three-party agreement among Lessor, Lessee and said mortgagee certifying to such facts (if
true) and agreeing to such notice provisions and other matters as such mortgagee may reasonably require in
connection with Lessor's financing,

V.

LESSOR AND LESSEE MUTUALLY COVENANT AND AGREE

CONDEMNATION AND LOSS OR DAMAGE

1. If the Leased Premises or access thereto shall be taken or condemned for any public purpose to
such an extent as to render the Leased Premises untenantable, this Lease shall, at the option of either party,
forthwith cease and terminate effective the date of taking, All proceeds from any taking or condemnation of
the Leased Premises shall belong to and be paid to Lessor.

DAMAGES FROM CERTAIN CAUSES

2. Unless caused by the negligence or willful act or failure to act by Lessor, its agents or
employees, Lessor shail not be liable or responsible to Lessee for any loss or damage to any property or
person occasioned by theft, fire, act of God, public enemy, injunction, riot, strike, insurtection war, court
order, requisition or order of governmental body or authority, or for any damage or inconvenience which
may arise through repair or alteration of any part of the Building, or failure to make any such repairs.

LIEN FOR RENT

3. In consideration of the mutual benefits arising under this Agreement, Lessee hereby grants to
Lessor a lien and security interest on all property of Lessee now or hereafter placed in or upon the Leased
Premises, and such property shall be and remain subject to such lien and security interest of Lessor for
payment of all rent and other sums agreed to relating to said lien and security interest shall constitute a
security agreement under the Uniform Commercial Code so that Lessor shall have and may enforce a
security interest on all property of Lessee now or hereafter placed in or on the Leased Premises, including,
but not limited to, all fixtures, machinery, equipment, furnishings and other articles of personal property
now or hereafter placed in or upon the Leased Premises by Lessee.

Lessee agrees to exccute as debtor such financing statement or statements as Lessor may now or
hereafter reasonably request in order that such security interest or interests may be protected pursuant to
said Code. Lessor may, at its election, at any time, file a copy of this Lease as a financing statement.
Lessor, as secured party, shall be entitled to all of the rights and remedies afforded a secured party under
said Code in addition to and cumulative of the landlord's liens and rights provided by law or by the other

terms and provisions of this lease,
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LESSOR'S RIGHT TO RELET

4. In the event of default by Lessee in any of the terms and covenants of this Lease or in the event
the Leased Premises are abandoned by Lessee, Lessor shall have the right, but not the obligation, to relet
same for the remainder of the term provided for herein, and if the rent received through reletting does not at
least equal the rent provided for herein, Lessee shall pay and satisfy the deficiency between the amount of
the rent so provided for and that received through reletting, including, but not limited to, the cost of
renovating, altering and decorating for 2 new occupant. Nothing herein shall be construed as in any way
denying Lessor the right, in the event of abandonment of said premises or other breach of this Agreement by
Lessee, to treat the same as an entire breach and, at Lessor's option, to terminate this Agreement and/or
immediately seek recovery of the entire breach of this Agreement and any and a{l damages which Lessor

suffers thersby,

HOLDING OVER

5, In the event of holding over by Lessee after expiration or termination of this Lease without the
written consent of Lessor, Lessee shall pay as liquidated damages, double rent for the entire holdover
period. No holding over by Lessee after the term of this Lease shall be construed to extend the Lease; in the
event of any unauthorized holding over, Lessee shall indemnify Lessor against all claims for damages by
any other Lessee to whom Lessor may have leased all or any part of the premises covered hereby effective
f the Lessor in writing shall

A aan h SOt

— I = » » . » 5 Ly . e
upon the termination of this Lease. Any holding over with the consent ©

thereafter constitute this Lease a "Lease from month to month".

FIRE CLAUSE

6. Tn the event of a fire in the Leased Premises, Lessee shall immediately give notice thereof to
Lessor. If the Leased Premises, through no fault or neglect of Lessee, its agents, employees, invitees or
visitors shall be partially destroyed by fire or other casualty so as to render the premises untenantable, the
rental provided for herein shall abate effective the date of casualty until such time as the Leased Premises
are made tenantable as detérmined by Lessor, If the premises are not tenantable for a period of more than
one hundred twenty (120) days, then Lessee shall have the option to cancel this Lease. In the event of the
total destruction of the Leased Premises without fault or neglect of Lessee, its agents, employees, invitees or
visitors, or if from any cause, the same shall be so damaged that Lessor shall decide not to rebuild, then all
rent owed up to the time of such destruction shall be paid by Lessee and thenceforth this Lease shall cease

and come fo an end.



ATTORNEY'S FEES

7. If any legal action is necessary to enforce the terms of this Agreement, the prevailing party shall
be entitled to reasonable attorney's fees and costs after all appeals have been exhausted and a judgment is
final, which shall be in addition to other relief to which the prevailing patty might be entitled.

ALTERATION

8. This Agreement may not be altered, changed or amended, except by an Instrument in writing
signed by both parties hereto.

ASSIGNMENT BY LEESSOR

9. Lessor shalf have the right to transfer and assign, in whole or in part, all its rights and obligations
hereunder and in the Building and property referred to herein, and in such event and upon such transfer (any
such transferae to have the benefit of, and be subject to, the provisions of Paragraphs 7 and 8 of Articls [l
hereof) no further liability or obligation shall thereafer accrue against Lessor hereunder.

DEFAULY BY LESSEE

10, If default shall be made in the payment of any sum to be paid by Lessee under this Lease, and
default shall continue for ten (10) days after written notice, or default shall be made in the performance of
any of the other covenants or conditions which Lessee is required to observe and to perform, and such
default shall continue for twenty (20) days after written notice, or if the interest of Lesses under this Lease
shall be levied on under execution or other legal process, or if any petition shall be filed by or against
Lessee to declare Lessee as bankrupt or to delay, reduce or modify Lessee's debts or obligations, or if any
petition shall be filed or other action taken to reorganize or modify Lessee's capital structure if Lessee be a
corporation or other entity, or if Lessee be declared insolvent according to law, or if any assignment of
Lessee's property shall be made for the benefit of creditors, or if a receiver or trustee is appointed for Lessee
or its property, or if Lessee shall abandon the Leased Premises during the term of this Lease or any renewals
or extensions thereof, then Lessor may treat the occurrence of any one or more of the foregoing events as a
breach of this Lease (provided that no such levy, execution, legal process or petition filed against Lessee
shall constitute a breach of this Lease if Lessee shall vigorously contest the same by appropriate proceeding
and shall remove or vacate the same within thirty (30) days from the date of its creation, service or filing}
and thereupon, at L.essor's option, may have any one or more of the following described remedies in addition

to all other rights and remedies provided at law or in equity:

(2) Lessor may terminate this Lease and forthwith repossess the Leased Premises and be entitled to
recover forthwith as damages a sum of money equal to the total of (i) the cost of recovering the Leased
Premises, (ii) the unpaid rent earned at the time of termination, plus interest at the rate of ten percent (10%)
per annum from the due date, (iii) the balance of the rent for the remainder of the term less the fair market
value of the Leased Premises for said period and (iv) any other sum of money and damages owed by Lessee

to Lessor,
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(b) Lessor may terminate Lessee's right of possession (but not the Lease) and may repossess the
Leased Premises by forcible entry or detainer suit or otherwise, without demand or notice of any kind to
Lessee and without terminating this Lease, in which event Lessor may, but shall be under no obligation to
do so, relet the same for the account of Lessee for such rent and upon such terms as shall be satisfactory to
Lessor., For the purpose of such reletting, Lessor is authorized to decorate or to make any repairs, changes,
alferations or additions in or to Leased Premises that may be necessary or convenient, and (i) if Lessor shall
fail or refuse to relet the Leased Premises, or (ii) if the same are relet and a sufficient sum shall not be
realized from such reletting after paying the unpaid basic and additional rent due hereunder earned but
unpaid at the time of reletting plus ten percent (10%) interest thereon, the cost of recovering possession, and
all of the costs and expenses of such decorations, repairs, changes, alterations and additions and the expense
of such reletting and of the collection of the rent accruing therefrom to satisfy the rent provided for in this
Lease to be paid, then Lessee shall pay to Lessor as damages a sum equal to the amount of the rental
reserved in this lease for such period or periods, or if the Leased Premises have been relet, the Lessce shall
satisfy and pay any such deficiency upon demand therefor from time to time and Lesses agrees that Lessor
may file suit to recover any sums falling due under the terms of this Article V, Paragraph 10(b} from time to
time; and that no delivery or recovery of any portion due Lessor hereunder shall be any defense in any
action to recover any amount not theretofore reduced to judgment in favor of Lessor, nor shall such reletting
be construed as an election on the part of Lessor to terminate this Lease unless a written notice of such
intention be given to Lessee by Lessor. Notwithstanding any such reletting without termination, Lessor may -
at any time thereafter elect to terminate this Lease for such previous breach.

NON-WAIVER

13. Failure of Lessor to declare any default immediately upon occurrence thereof, or delay in
taking any action in connection therewith, shall not waive such default, but Lessor shall have the right to
declare any such default at any time and take such action as might be lawful or authorized hereunder, sither

in faw or in equity.

CASUALTY INSURANCE

12. Lessor shall maintain fire and extended coverage insurance on the portion of the Building
constructed by Lessor, including additions and improvements by Lessee which are required to be made by
Lessee by this Lease and which have become or are to become the property of Lessor upon vacation of the
Leased Premises by Lessee. Said insurance shall be maintained with an insurance company authorized to
do business in Tennessee in amounts desired by Lessor and at the expense of Lessor and payments for
losses thereunder shall be made solely to Lessor, Lessee shall maintain, at its expense, fire and extended
coverage insurance on all of its personal property, including removable trade fixtures, located in the Leased
Premises and on all additions and improvements made by the Lessee and not tequired to be insured by
Lessor above. If the anmal premiums to be paid by Lessor shall exceed the standard rates because of
Lessee's operations, contents of the Leased Premises, or improvements with respect to the Leased Premises
beyond building standard which result in extrahazardous exposure, Lessee shall promptly pay the excess

amount of the premium upon request by Lessor.



LESSOR'S AND LESSEE'S LIABILITY INSURANCE

_ 13. Lessor and Lessee, at their own expense, shall each maintain a policy or policies of
comprehensive general liability insurance with the premiums thereon. fully paid on or before due date,
issued by and binding upon some solvent insurance company, such insurance to afford minimum protection
of not less than $300,000.00 in respect of petsonal injury or death in respect of any one occurrence and of
not less than $100,000.00 for property damage in any ong occurrence.

HOLD BARMLESS

14, Lessor shall not be liable 1o Lessee, or to Lessee's agents, servants, employees, customers or
invitees for any damage to person or property caused by any act, omission or neglect of Lessee, its agents,

setvants or employees, and Lessee agrees to indemnify and hold Lessor harmless from all claims for any

such damage. Lessee shall not be liable to Lessor, or to Lessors' agents, servants, employees, customers or
invitees for any damage to person or property caused by any act, omission or neglect of Lessor, its agents,
servants or employess, and Lessor agrees to indemnify and hotd Lessee harmless from all claims for any

such damage,

WAIVER OF SUBROGATION

15. Anything in this Lease to the contrary notwithstanding, Lessor and Lessee each hereby waive
any and all rights of recovery, claim, action or cause of action against the other, its agents, officers or
employees for any loss or damage that may occur to the Leased Premises; or any improvements theteto, or
said Building of which the Leased Premises are a patt, or any improvements thereto, or any personal
propetty of such party therein, by reason of fire, the elements, or any other cause which could be insured
against under the terms of standard fire and extended coverage insurance policies referred to in Article V,
Paragraph 12 hereof, regardless of cause or origin, ineluding negligence of the other party hereto, its agents,
officers or employees, and covenants that no insurer shall hold any right of subrogation against such other

party.

This Lease shall be binding upon and inure to the benefit of the successors and assigns of Lessor,
and shall be binding upon and inure to the benefit of Lessee, its successors, and, to the extent assignment
may be approved by Lessor hereunder, Lessee's assigns. The pronouns of any gender shall include the other
gender and either the singular or the plural shall include the other.

All rights and remedies of Lessor under this Lease shall be cumulative and none shall exclude any
other rights or remedies allowed by law; and this Lease is declared to be a Tennessee contract, and ail of the
terms thereof shall be construed according to the laws of the State of Tennessee.

14



SPECIAL

17. Lessor agrees to give a Right Of First Refusal to Lessee for suite 210 (Exhibit Bl- 1,493.4
rs.f) in the Anderson Building. Lessor shall make known to Lessee, via written or e-mail notification, the

date of availability/marketability of suite 210 in the Andersan Building. Upon such notification from lessor,
[y g. up

Lessee shall have thirty (30) days to respond, via written notification or e-mail, to Lessors notification.
frame, Lessee shall forfeit

Should Lessee fail to respond to Lessor’s notification within the prescribed time
his right under this lease agreement of his Right Of First Refusal for suite 210 in the Anderson Building.
Should Lessor receive from Lessee notification, within the time frame prescribed above, of Lessee™s desire
to acquire suite 210 (Exhibit B1- 1,493.4 r.s.t), Lessor agrees and covenants with Lessee to lease suite 210
(Exhibit B1- 1,493.4 r.s.f), al the base rental rate curtently laid out in the payment schedule for suite 208,
(Bxhibit A). Upon the signing of a mutually agreed upon addendum describing the date of acquisition of
suite 210 by Lessce, Lessor shall provide $2.00 per foot, per year, in build-out allowance to renovate suite
210. (Bxample: Should Lessee obtain suite 210 as proscribed above and there are four (4) years remaining
srovide $11,947.20 in allowance, $2.00 x 1493.4 = $2,986.80 x 4
0 be other than the first (1™) day of the
ble to Lessor before Lessee shall take
(Exhibit Bl- 1,493.4 rs.f) the
s.f 1o 6,876.4% rs.f. and be

in this Jease agreement, than Lessor shall |
=$11,047.20) Should the date of physical acquisition for suite 21
month, a pro rata base rental rate shall be applied and be paya
possession of same. In the event Lessee shall take possession of suite 210
Net Rentable Area defined by this agreement will increase from 5,383.08 .
subject to all the terms and conditions set forth herein,

IN TESTIMONY WHEREOQF the parties hereto have executed this Lease as of the date
aforesaid.

NOTICES:

LESSO®: KOL L?/ 3 LESSOR:
7//1}\ vy ??7 W NOL, LLC

I,
/i
By: P é’/ 2T 28 White Bridge Road
/ Sf/ctt D, M&tfei&sen Nashville, TN 37205

Title: Property/IFacility Manager

LESSEE: \\ LISSEE:
: TN Spine & Nerve Instititute, Inc,

AN G (s
B&j\\\\“\\ %\Q}R\‘ \%‘mk*\\b_ﬁ,\"g\t 28 White Bridge Road, Svite 208

Dr. Terry Ttty Nashville, TN 37205
b

"

N,

Title: President

LESSEE: LESSEE:
TN Spine & Nerve Institute, Inc.

B >L et CE»,OJZ.:M LA /Lz,c:ffa?/ 28 White Bridge Road, Suite 208
Dr. Lance Benédict / [ Nashville, TN 37205

Title: Secretary




STATE OF TENNESSEE

COUNTY OF DAVIDSON

REFORE ME, the undersigned, a Notary Public in and for said County and State, on this day
personally appeared William R. DeLoache, Jr., who acknowledged to me that he executed the same for the
purposes and consideration therein stated, and as.the act of said Partnership.

GIVEN UNDER MY BAND AND SEAL OF OFFICE, this the E S

day of SotemMoc 09 e
/L/ 0 7 \Q!\ . f'-.;l-._\‘-.\_
‘L_M f/'h " ;,/;: \f(’- Al i I_L'i‘:" B8 {7 vy fe ook
— - Ly Commidssion
Notary Public == N | i
My commission expires: 1 o ~oly 7, 20 lr&&gﬁ%}mu . ﬂi@ﬁii'é’-ﬁ
| / O\ PUBLIC /s / Warch 72019
e SON Gl
STATE OF TENNESSEE N
COUNTY OF BAVIDSON

BEFORE ME, the undersigned, a Notary Public in and for said County and State, on this day

personally appeared (Ana W b L/\___ﬁ_‘ , known to me to be
the person and officer whose name is subscribed to thé Toregoing instrument, and acknowledged to me that

he/she executed same as the act and deed of such , for the purposes and consideration therein
expressed and in the capacity therein stated.

. {
GIVEN UNDER MY BAND AND SEAL OF OFFICE, this the Q’Jf’ N
day of Copt@nlagr £6.

N 7:2 AT

Notary Public
My comrmission expires: (-jrc/(«l- 5,200
/

J/
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EXHIBIT A
LEASE BETWEEN NOL, LLC AND

TENNESSEE SPINE AND NERVE INSTITUTE, INC.
September 1, 2009

1. Base rental for the leased space shall be as follows;

Suite 208

911709 - 8/31/10 $21.25 per squarc foot per year $114,390.45 annally
9/1/10~ 8/31/11 $21.75 per square foot per year  $117,081.99 annually
o/1/11 - 83112 $22.25 per squase foot per year 1 19,773.53 mnually
9/1/12 - 8/31/13 $22.75 per square foot per year $122,465,07 annuatly
9/1/13 -8/31/14 $23.50 per square fool per year $126,502.38 annually
/14 - 8/31/15 $24.,25 por square foot per year $130,539.69 anavally

01715 8131116 $25.00 per square foot per yeur $134,577.00 annually

2. Finish Work

Upon the signing of this agreement, Lessor agrees to install, at his initial cost, new carpet (Masland, Verve,
7811R-18112 Oscar, 320z.) in the areas of suite 208 eurrently carpeted. Carpet installation will be performed only
by Lessor’s agents and shall not exceed $19,249.36, Lessor agrees to have his agents repaint, at his initial cost, suite
208 in a fashion similar to its current style, which cost shall not exceed $5,350.00, Lessor further agrees to initially
pay for a work area which was recently installed by Harvest Construction at a cost of $5,156.00. The total initial cost
Lessor agrees to contribute to the upgtade of suite 208 shall be no greater than §29,755.36, Lessee hereby covenants
and agrees to reimburse Lessor all of the $29,755.36 Lessor has contributed toward the upgrade of suite 208. Lessee
agrees to make equal monthly payments to Lessor of $354.23. Payments shall be made to Lessor on the first day of
every month and for not less than eighty four (84) consecutive months. The carpet installation and painting shall be
completed within forty five (45) days of the signing of this lease agreement. The payment to Harvest Construction of
$5,156.00 shall be made in a timely manner (not greater than ten (10) days) aftet the signing of this lease agreement.

17



Guarantors waive notices of acceptance of this Guaranty, and agree that this Guaranty shal] be

a-continuing one.

Notice of any and all defaults on the part of Tenant, and any successor of Tenant or assignee
of Tenant, is waived, and consent is given to all extensions of time, waivers or indulgences of any
kind, that Lessor, its successors or assigns, may grant to Tenant, and any successor of Tenant or
assignee of Tenant, with reference to the performance by Tenant or any SuUCCESSOr of Tenant or
assignee of Tenant, of any of the terms, obligations, covenants or agreements in or under the Lease.

Guarantors, without limiting any of the foregoing provisions of this Guaranty, also waive
notice of any and all changes, modifications or amendments in, of or to the Lease that may be agreed
upon between Lessor or its successors or assigns and Tenant, or Tenant's SUCCESSOLS OT assigns.

IN WITNESS WHEREOQF, Guarantors and Lessor have caused this Guaranty to be exécuted
as of the day and year first above written.

77
Wity 95"3 //’ GUARANTORS:
/S ML S
) /}'flﬁfg’“"”'b"?"_ff e S’ignatur}z\ 2\'\%@3‘%‘ Q‘E qﬁ%\‘w::»
/ / '/ Print Name: t‘g\m@ = ﬂ\j”\\%

SSN: N6~ H¥y RAT 2
Date of Birth: & 5\ F {

Wi/t;é’é%s /
A s S T ) .
’/%%2)7& 7 b/’b Signaturt;/‘—_,«( é/"%fmca‘f}':«fuﬂ‘u_ S Ay S
/ . N / (:/j?ﬂ /--"'T/:"_ \k]
] Print Name: ~AL/C# = S eV P
SSN:_ (7. = Sk ~LTO/
Date of Birth: _ 2 /3/40
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Amendment to Lease

March 1, 2010

THIS AMENDMENT TO LEASE (the “Amendment”) is made and entered into as of the 1st day of

March, 2010, by and between NOL, LLC, a Tennessee limited Liability Corporation (“Lessor”) and
Tennessee Spine and Nerve Institute, Inc., a Tennessee Corporation {“Lessee”).

WHEREAS, Lessor and Lessee entered into that certain lease dated September 1, 2008, for

certain real property located at 28 White Bridge Road, Nashville, Tennessee 37205, {the “Lease”); and

WHEREAS, both Lessor anhd Lessee desire to amend the Lease.

NOW THEREFORE, for and in consideration of the mutual covenants contairied herein, and for

other good and valuable consideration, the receipt and sufficiency of which are hereby acknowledged,
the parties hereto agree to amend the Lease as follows:

1. Section | LEASED PREMISES, is herehy amended, effective as of July 1, 2010, by adding 1,493,40

u3

gross square feet on the second floor as more particularly described i Exhibit B, so that the
total Leased Premises shall thereafter be 6,876.48 square feet on the second floor.

Section Il BASE RENTAL {4) (a), is hereby amended so that the Net Rentable Area far purposes of
the base rental adjustment shall be 6,876.48 square feet (an addition of 1,493.40 square feet).
Exhibit A (1), is hereby amended as follows:

9/1/09-6/30/10  $24.25 par sguare foot per year $9,532.52 monthly

7/1/10-8/31/10  $22.22 per square foot per year $12,733.89 mthly/$152,806.70 annuzlly
8/1/10-6/31/11  $22.79 per square foot per year $13,059.58 mthly/$156,715.00 annually
8/1/12-8/31/12  $23.28 per square foot per year $13,346.10 mthly/$160,153.20 anoually
9/1/12~8/831/13  $23.79 per square foot per year $13,632.62 mthly/5163,591.50 annuafly
89/1/13-8/31/14  $24.54 per square foot per year $14,062.40 mthiy/$168,748.80 annually
8/1/14—-8/31/15  $25.29 per square foat per year $14,492.18 rmthly/$173,906.20 annually
8/1/15-8/31/16  $26.04 per square foot per yaar $14,921.96 mthly/$175,068.50 annually

The amended base square foot rates above shall not be construed as total rental fees owed to
Lessor under the lease agreement dated September 1, 2009. The square foot rates noted above
fram 7/1/10 to 8/31/16 are reflective of an amended Section 17, whereby Lessor agrees to
provide a total sum of $20,000.00 for the purpose of build-out of suite 210. The total build-out
cost(s) to Lessor shall not exceed $20,000.00, Any build-out costs infto suite 210 which exceed
$20,000.00 shali be borne exclusively by Lessee. Shouid build-out expenses exceed the fimit of
$20,000.00, Lessor shall submit to Lessee on the next monthly rental invoice for Tennessee
Spine and Nerve Institute, Inc., a request for payment of all costs held in excess, which shall be

paia in full upon receipt.



Furthermore, Lessor reservés exclusive right to select, via bid process, competent contractor(s)
to perform all renovations set forth in a set of stamped architectural plans, provided by Lessee.
Lessee agrees to provide said architectural drawings at Lessee’s expense. This set of stamped
architectural plans, drawn for the augmentation of suite 210, shall comply with all pertinent
federal, state and local codes and laws governing the remodeling of existing commercial office
space. Upon completion of alf renovations Lessee agrees to provide, at his expense, a PDF file of
the as-built state of suite 210 to Lessor, in a format congruent with existing PDF suite drawings

in the Anderson Building.

All pther terms of the original Lease Agreement shall remain as previously stated in the original

Lease

IN TESTIMONY WHEREOF the parties hereto have executed this Amendment as of the date

aforesaid——-———- - -— —-— -~
NOTICES
LESSOR: @LLC LESSOR:
NOL, LLC
By: g _ . M 28 White Bridge Road
' / Sfott D. Makhiesen Nashvilte, TN.37205
Title: Property/Fachty Manager

hESSEE; LESSEE?
\ Q _ \,(j\ TN Spine & Nerve Institute, Inc.
By: \ e 28 White Bridge Road

Nor. TenY Totty Nashville, TN 37205
Title; President

LESSEE: : |ESSEE:

TN Spine & Nerve Institute, Inc.
By: //m égum, A . 28 White Bridge Road
[ :

Or. Lancderedict Nashville, TN 37205

Title: Secretary



Attachment A.6.1

ASSIGNMENT AGREEMENT |

THIS ASSIGNMENT AGREEMENT (“Assignment”) is entered into the 01* day
of September, 2010, by and between Tennessee Spine and Nerve Institute, Inc.

(“Grantor”), and MUA. of Middle Tennessee, LLC (“Grantee”).
RECITALS:

WHEREAS, Grantor leases certain property at 28 White Bridge Road, # 210,
Nashville, Davidson County, TN 37205; and

WHEREAS, Grantee is in the process of applying for a certificate of need in order
to establish a new specialty ambulatory surgical treatment center (“ASTC”) providing
manipulation under anesthesia services, only, 4t the same location-of 28-White Bridge -
Road, # 210, Nashville, Davidson County, TN 37205; and

WHEREAS, Grantee requires site control of the location mentioned above in
order to establish a new specialty ASTC at that site;

NOW, THEREFORE, for good and valuable consideration, the receipt and legal
sufficiency of which are hereby acknowledged, the parties, intending to be legally bound
hereby, agree as follows:

1. ASSIGNMENT OF OPTION TO PURCHASE: In consideration of the sum of
One Dollar ($1.00), cash in hand paid, and other good and valuable consideration of
Grantee's developing a new specialty ASTC on the above-mentioned site, the receipt and
legal adequacy of which consideration is hereby acknowledged by Grantor, Grantor
hereby grants this Assignment to Grantee for six (6) years for a total of $251,238.54, to
be paid per the increased amounts of the Amendment to Lease executed by Grantor and
NOL, LLC, (“Landlord”), which Amendment to Lease has an effective date of March 01,

2010.

2. LENGTH OF AS SIGNMENT: This Assignment shall be continuing and
irrevocable for six (6) years, beginning September 01, 2010 through August 31, 2016.

This Assignment shall be binding upon and shall inure to the benefit of the parties
hereto and their respective heirs, executors, administrators and assigns.

IN WITNESS WHEREOF, the parties have executed this Assignment as of the
date first above written.



GRANTOR:

TENNESSEE SPINE AND NERVE INSTITUTE, INC.

By: %M@MW»&‘ é LMD o4 EnT

E@faham Baké, Jr., Bsq., Mn{ited Agent

GRANTEE:

MUA OF MIDDLE TENNESSEE, LLC

By: %MM\Q Kt 0 P4ET

Graham Bake{, Ir., Bsq., ;ﬁim‘itecl Agent

Page 2
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Davidson County QuickFacts from the US Census Bureau Attachment C.Need.4.A

18 Decarimen: of Commers c . . - N "
<& Deparimen: ¢* Commerce roms  Bisgs Abouius Subitis AloZ FADs Help

: Fsearc :
Feople Business Geography Deta Research Newsroom § Searh @
State & County QuickFacts

Davidson County, Tennessee

Davidson
People QuickFacts County Tennessee
Population, 2012 estimate 648,295 6,456,243
Population, 2010 (April 1) estimates base 626,684 6,346,113
Population, percent change, April 1, 2010 to July 1, 2012 3.4% 1.7%
Population, 2010 626,681 6,346,105
Persons under 5 years, percent, 2011 71% 6.3%
Persons under 18 years, percent, 2011 21.8% 23.3%
Persons 65 years and over, percent, 2011 10.5% 13.7%
Female persons, percent, 2011 51.6% 51.3%
White persons, percent, 2011 (a) 66.2% 79.5%
Black persons, percent, 2011 (a) 27.9% 16.9%
__American_Indian and Alaska Native persons, percent, 2011 . _
(a) 0.5% 0.4%
Asian persons, percent, 2011 (a) 3.2% 1.5%
Native Hawaiian and Other Pacific [slander persons,
percent, 2011 (a) 0.1% 0.1%
Persons reporting two or more races, percent, 2011 2.1% 1.6%
Persons of Hispanic or Latino Origin, percent, 2011 (b) 9.9% 4.7%
White persons not Hispanic, percent, 2011 57.5% 75.4%
Living in same house 1 year & over, percent, 2007-2011 79.3% 84.1%
Foreign born persons, percent, 2007-2011 11.7% 4.5%
Language other than English spoken at home, percent age
5+, 2007-2011 15.4% 6.4%
High school graduale or higher, percent of persons age
25+, 2007-2011 85.3% 83.2%
Bachelor's degree or higher, percent of persons age 25+,
2007-2011 34.4% 23.0%
Veterans, 2007-2011 40,017 501,665
Mean travel time to work (minules), workers age 16+, 2007
-2011 23.2 24.0
Housing units, 2011 285,020 2,829,025
Homeownership rate, 2007-2011 56.8% 69.0%
Housing units in multi-unit structures, percent, 2007-2011 37.1% 18.1%
Median value of owner-occupied housing units, 2007-2011 $166,300  $137,200
Households, 2007-2011 254,111 2,457,997
Persons per household, 2007-2011 2.35 2,50
Per capita money income in the past 12 months (2011
dollars), 2007-2011 $28,526 $24,197
Median household income, 2007-2011 $46,737 $43,989
Persons below poverty level, percent, 2007-2011 17.7% 16.9%
Davidson
Business QuickFacts County Tennessee
Private nonfarm establishments, 2010 18,124 131,582"
Private nonfarm employment, 2010 370,484 2,264,032"
Private nonfarm employment, percent change, 2000-2010 -7.0 -5.31
Nonemployer establishments, 2010 54,350 465,545
Total number of firms, 2007 64,653 545,348
Black-owned firms, percent, 2007 11.1% 8.4%
American Indian- and Alaska Native-owned firms, percent,
2007 06% 0.5%
Asian-owned firms, percent, 2007 3.4% 2.0%
Native Hawaiian and Other Pacific Islander-owned firms,
percent, 2007 0.1% 0.1%
Hispanic-owned firms, percent, 2007 2.8% 1.6%
Women-owned firms, percent, 2007 26.8% 25.9%
Manufacturers shipments, 2007 ($1000) 7,347,204 140,447,760

http://quickfacts.census.gov/qfd/states/47/47037 html 5/9/2013



Davidson County QuickFacts from the US Census Bureau Page 2 of 2

Merchant wholesaler sales, 2007 ($1000) 11,942,568 80,116,528
Retail sales, 2007 ($1000) 10,581,843 77,547,291
Retail sales per capita, 2007 $17,029 $12,563 .
Accommodation and food services sales, 2007 ($1000) 2,202,982 10,626,759
Building permits, 2011 1,966 14,977
Davidson

Geography QuickFacts County Tennessee
Land area in square miles, 2010 504.03 41,234.90
Persons per square mile, 2010 1,243.3 153.9
FIPS Code 037 47

Metropolitan or Micropolitan Statistical Area Nashville-

Davidson--

Murfreesboro

—Frankiin,

TN Metro

Area

1: Includes data nol distribuled by county.

(a) Includes persons reporting only one race.
(b} Hispanics may be of any race, so also are included in applicable race categories.

D: Suppressed to avoid disclosure of confidential information

F: Fewer than 100 fims

FN: Footnole on this ilem for this area in place of dala

WA Mot available-

S: Suppressed; does not meel publicalion slandards

X: Not applicable

Z: Value greaer than zero but less than half unit of measure shown

Source U.S. Census Bureau: State and Counly QuickFacls. Diata darivd from Papulation Estimales, American Community Survey,
Census of Population and Housing, State and County Housing Unit Esti County Busi Paltems, N ploy isti
Economic Census, Survey of Business Owners, Building Permits, Consolidated Fedaral Funds Reporl

Last Revised: Monday, 11-Mar-2013 14:19:24 EDT

http://quickfacts.census.gov/qfd/states/47/47037 . html 5/9/2013



Robertson County QuickFacts from the US Census Bureau Page 1 of 2

State & County QuickFacls

Robertson County, Tennessee

Robertson
People QuickFacts County Tennessee
Population, 2012 esiimate 66,931 6,456,243
Population, 2010 (April 1) estimates base 66,283 6,346,113
Population, percent change, April 1, 2010 to July 1, 2012 1.0% 1.7%
Population, 2010 66,283 6,346,105
Persons under 5 years, percent, 2011 6.9% 6.3%
Persons under 18 years, percent, 2011 25.7% 23.3%
Persons 65 years and over, percent, 2011 12.1% 13.7%
Female persons, percent, 2011 50.8% 51.3%
White persons, percent, 2011 (a) 89.9% 79.5%
Black persons, percent, 2011 (a) 7.7% 16.9%
_____American_Indian and Alaska Native persons, percent, 2011
(a) 0.5% 0.4%
Asian persons, percent, 2011 (a) 0.6% 1.5%
Native Hawaiian and Other Pacific Istander persons,
percent, 2011 (a) 0.1% 0.1%
Persons reporting two or more races, percent, 2011 1.3% 1.6%
Persons of Hispanic or Latino Origin, percent, 2011 (b) 6.1% 4.7%
White persons nol Hispanic, percent, 2011 84.4% 75.4%
Living in same house 1 year & over, percent, 2007-2011 87.3% 84.1%
Foreign born persons, percent, 2007-2011 4.1% 4.5%
Language other than English spoken at home, percent age
5+, 2007-2011 5.8% 8.4%
High school graduate or higher, percent of persons age
25+, 2007-2011 82.7% 83.2%
Bachelor's degree or higher, percent of persons age 25+,
2007-2011 15.2% 23.0%
Veterans, 2007-2011 4,816 501,665
Mean trave! time to work (minutes), workers age 16+, 2007
-2011 29.1 24.0
Housing units, 2011 26,264 2,829,025
Homeownership rate, 2007-2011 77.0% 69.0%
Housing units in multi-unit structures, percent, 2007-2011 8.6% 18.1%
Median value of owner-occupied housing units, 2007-2011 $153,900  $137,200
Households, 2007-2011 24,028 2,457,997
Persons per household, 2007-2011 i 2.70 2,50
Per capita money income in the past 12 months (2011
dollars), 2007-2011 $22,937 $24,197
Median household income, 2007-2011 $50,759 $43,989
Persons below poverty level, percent, 2007-2011 13.2% 16.9%
Robertson
Business QuickFacts County Tennessee
Private nonfarm establishments, 2010 1,060 131,582"
Privale nonfarm employment, 2010 15,638 2,264,032"
Private nonfarm employment, percent change, 2000-2010 12.5 531
Nonemployer establishments, 2010 4,931 465,545
“Total number of firms, 2007 5745 545,348
Black-owned firms, percent, 2007 1.9% 8.4%
American Indian- and Alaska Native-owned firms, percent,
2007 s 0.5%
Asian-owned firms, percent, 2007 S 2.0%
Native Hawaiian and Other Pacific Islander-owned firms,
percent, 2007 F 0.1%
Hispanic-owned firms, percent, 2007 2.3% 1,6%
Women-owned firms, percent, 2007 26,3% 25.9%
Manufacturers shipments, 2007 ($1000) 1,667,466 140,447,760

http://quickfacts.census.gov/qfd/states/47/47147 . html 5/9/2013



Robertson County QuickFacts from the US Census Bureau Page 2 of 2

Merchant wholesaler sales, 2007 ($1000) 779,419 80,116,528
Retail sales, 2007 ($1000) 627,764 77,547,291
Retail sales per capita, 2007 $9,862 $12,563 ’
Accommodation and food services sales, 2007 ($1000) 60,729 10,626,759
Building permits, 2011 142 14,977
Robertson

Geography QuickFacts County Tennessee
Land area in square miles, 2010 476.29 41,234.90
Persons per square mile, 2010 138.2 153.9
FIPS Code 147 47

Metropolitan or Micropolitan Statistical Area Nashville-

Davidson--

Murfreesboro

--Franklin,

TN Metro

Area

1: Includés data not distribuled by county.

(a) Includes persaons reporiing only one race.
(b) Hispanics may be of any race, so also are included in applicable race calegories.

D: Suppressed {o avoid disclosure of confidential informalion

F: Fewer than 100 firms

FN: Foolnole on lhis item for this area in place of dala

WA Not avalable :

S: Suppressed; doas nol mesl publication standards

X: Nol applicable

Z: Value greater than zero bul less than half unit of measure shown

Source U.S. Census Bureau: Slate and Counly QuickFacts. Data derived rom Population Estimales, American Community Survey,
Census of Population and Housing, State and County Housing Unil Estimates, Counly Business Pallems, Nonemployer Stalistics,
Economic Census, Survey of Business Owners, Building Permits, Consolidaled Federal Funds Report

Last Revised: Monday, 11-Mar-2013 14:19:38 EDT

http://quickfacts.census.gov/qfd/states/47/47147 html 5/9/2013



Rutherford County QuickFacts from the US Census Bureau Page 1 of 2

»

State & County QuickFacls

Rutherford County, Tennessee

Rutherford
People QuickFacts County Tennessee
Population, 2012 estimate 274,454 6,456,243
Population, 2010 (April 1) estimates base 262,604 6,346,113
Population, percent change, April 1, 2010 {o July 1, 2012 4.5% 1.7%
Population, 2010 262,604 6,346,105
Persons under 5 years, percent, 2011 7.1% 6.3%
Persons under 18 years, percent, 2011 25.8% 23.3%
Persons 65 years and over, percent, 2011 8.5% 13.7%
Female persons, percent, 2011 50.6% 51.3%
White persons, percent, 2011 (a) 81.2% 79.5%
Black persons, percent, 2011 (a) 12.9% 16.9%
-_American Indian.and Alaska Native persons, percent, 2011
(a) 0.5% 0.4%
Asian persons, percent, 2011 (a) 3.1% 1.5%
Nalive Hawaiian and Other Pacific Islander persons,
percent, 2011 (a) 0.1% 0.1%
Persons reporting two or more races, percent, 2011 2.1% 1.6%
Persons of Hispanic or Latino Origin, percent, 2011 (b} 6.9% 4.7%
White persons not Hispanic, percent, 2011 75.3% 75.4%
Living in same house 1 year & over, percent, 2007-2011 80.8% 84.1%
Foreign born persons, percent, 2007-2011 6.6% 4.5%
Language other than English spoken at home, percent age
5+, 2007-2011 9.3% 6.4%
High school graduate or higher, percent of persons age
25+, 2007-2011 88.8% 83.2%
Bachelor's degree or higher, percent of persons age 25+,
2007-2011 27.0% 23.0%
Veterans, 2007-2011 18,492 501,665
Mean travel time 1o work (minutes), workers age 16+, 2007
-2011 26.4 24.0
Housing units, 2011 103,913 2,829,025
Homeownership rate, 2007-2011 69.0% 69.0%
Housing units in multi-unit structures, percent, 2007-2011 19.6% 18.1%
Median value of owner-occupied housing units, 2007-2011 $159,600  $137,200
Households, 2007-2011 94,173 2,457,997
Persons per household, 2007-2011 2.87 2.50
Per capita money income in the past 12 months (2011
dollars), 2007-2011 $24,879 $24,197
Median household income, 2007-2011 $54,433 $43,989
Persons below poverty level, percent, 2007-2011 12.7% 16.9%
Rutherford
Business QuickFacts County Tennessee
Private nonfarm establishments, 2010 4,497 131,582
Private nonfarm employment, 2010 82,514 2,264,032
Private nonfarm employment, percent change, 2000-2010 15.1 .5.3"
Nonemployer establishments, 2010 17,493 465,545
Total number of firms, 2007 20,939 545,348
Black-owned firms, percent, 2007 6.1% 8.4%
American Indian- and Alaska Native-owned firms, percent,
2007 S 0.5%
Asian-owned firms, percent, 2007 2.6% 2.0%
Native Hawaiian and Other Pacific Islander-owned firms,
percent, 2007 F 0.1%
Hispanic-owned firms, percent, 2007 2.7% 1.6%
Women-owned firms, percent, 2007 25.3% 25.9%
Manufacturers shipments, 2007 ($1000) 11,304,846 140,447,760

http://quickfacts.census.gov/qfd/states/47/47149.html 5/9/2013



Rutherford County QuickFacts from the US Census Bureau

Merchant wholesaler sales, 2007 ($1000) 6,226,284 80,116,528
Retail sales, 2007 ($1000) 2,804,294 77,547,291
Retail sales per caplta, 2007 $11,588 $12,563
Accommodation and food services sales, 2007 ($1000) 386,963 10,626,759
Building permits, 2011 866 14,977
Rutherford

Geography QuickFacts County Tennessee
Land area in square miles, 2010 619.36 41,234.90
Persons per square mile, 2010 424.0 153.9
FIPS Code 149 47

Metropolitan or Micropolitan Statistical Area Nashville-

Davidson--

Murfreesboro

--Franklin,

TN Metro

Area

1: Includes data nol distribuled by county.

(a) Includes persons reporling only one race.
(b) Hispanics may be of any race, so also are included in applicable race calegories

D: Suppressed to avoid disclosure of confidenlial informalion

F: Fewer lhan 100 firms

FN: Footnole on this item for this area in place of dala

MA Notayallable

S: Suppressed; does not meel publication standards

X: No! applicable

Z: Value greater than zero but less (han half unit of measure shown

Source U.S. Census Bureau: State and County QuickFacts, Dais derived from Papuintion Eslimales, American Community Survey,
Census of Population and Housing, State and County Housing Unil Estimates, County Business Patlems, Nonemployer Statistics,

Economic Census, Survey of Business Owners, Building Permits, Gonsolidated Federal Funds Report
Last Revised: Monday, 11-Mar-2013 14:19:39 EDT

http://quickfacts.census.gov/qfd/states/47/47149.html
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Rutherford County QuickFacts from the US Census Bureau Page 1 of 2

Seatch

Feopie Zusiness zeagranhy Dete reseercl [{ewsroon:
State & County QuickFacts

Rutherford County, Tennessee

Rutherford
People QuickFacts County Tennessee
Population, 2012 estimate 274,454 6,456,243
Population, 2010 (April 1) estimates base 262,604 6,346,113
Population, percent change, April 1, 2010 to July 1, 2012 4.5% 1.7%
Population, 2010 262,604 6,346,105
Persons under 5 years, percent, 2011 714% 6.3%
Persons under 18 years, percent, 2011 25.8% 23.3%
Persons 65 years and over, percent, 2011 8.5% 13.7%
Female persons, percent, 2011 50.6% 51.3%
White persons, percent, 2011 (a) 81.2% 79.5%
Black persons, percent, 2011 (a) 12.9% 16.9%

_.American.ndian.and Alaska Nalive persons, percent, 2011 _ . ___ . . | . L L el e s oo e

(a) 0.5% 0.4%
Asian persons, percent, 2011 (a) 3.1% 1.5%
Native Hawaiian and Other Pacific Islander persons,
percent, 2011 (a) 0.1% 0.1%
Persons reporting two or more races, percent, 2011 21% 1.6%
Persons of Hispanic or Latino Origin, percent, 2011 (b) 6.9% A4.7%
While persons not Hispanic, percent, 2011 75.3% 75.4%
Living in same house 1 year & over, percent, 2007-2011 80,8% 84.1%
Foreign born persons, percent, 2007-2011 6.6% 4.5%
Language other than English spoken at home, percent age
5+, 2007-2011 9.3% 6.4%
High school graduate or higher, percent of persons age
25+, 2007-2011 88.8% 83.2%
Bachelor's degree or higher, percent of persons age 25+,
2007-2011 27.0% 23.0%
Veterans, 2007-2011 18,492 801,665
Mean travel time o work (minutes), workers age 16+, 2007
-2011 26.4 24.0
Housing units, 2011 103,913 2,829.025-
Homeownership rale, 2007-2011 69.0% 69.0%
Housing units in multi-unit structures, percent, 2007-2011 19.6% 18.1%
Median value of owner-occupied housing units, 2007-2011 $159,600  $137,200
Households, 2007-2011 94,173 2,457,997
Persons per household, 2007-2011 2.67 2,50
Per capita money income in the past 12 months (2011
dollars), 2007-2011 $24,879 $24,197
Median household income, 2007-2011 $54,433 $43,989
Persons below poverty level, percent, 2007-2011 12.7% 16.9%

Rutherford
Business QuickFacts County Tennessee
Private nonfarm establishments, 2010 4,497 131,562"
Private nonfarm employment, 2010 82,514 2,264,032"
Private nonfarm employment, percent change, 2000-2010 15.1 53"
Nonemployer establishments, 2010 17,493 465,545
Total number of firms, 2007 20,939 545,348
Black-owned firms, percent, 2007 6.1% 8.4%
American Indian- and Alaska Native-owned firms, percent,
2007 S 0.5%
Asian-owned firms, percent, 2007 2.6% 2.0%
Native Hawaiian and Other Pacific Islander-owned firms,
percent, 2007 F 0.1%
Hispanic-owned firms, percent, 2007 2.7% 1.6%
Women-owned firms, percent, 2007 25.3% 25.9%
Manufacturers shipments, 2007 ($1000) 11,304,846 140,447,760
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Rutherford County QuickFacts from the US Census Bureau Page 2 of 2

Merchant wholesaler sales, 2007 ($1000) 6,226,284 80,116,528
Retail sales, 2007 ($1000) 2,804,294 77,547,291
Retail sales per capita, 2007  * $11,588 $12,563 !
Accommodation and food services sales, 2007 ($1000} 386,963 10,626,759
Building permits, 2011 866 14,977
Rutherford
Geography QuickFacts County Tennessee
Land area in square miles, 2010 619.36 41,234.90
Persons per square mile, 2010 4240 153.9
FIPS Code 149 47
Metropolitan or Micropolitan Statistical Area Nashville-
Davidson--
Murfreesboro
—Franklin,
TN Metro
Area

1: Includes dala not distributed by county

() Includes persons reporting only one race.
(b) Hispanics may be of any race, so also are included in applicable race calegories.

D: Suppressed to avoid disclosure of confidential information

F: Fewer than 100 firms

FN: Footnote on this item for this area in place of data

NA: Not avallatin

S: Suppressed; does nol meel publication slandards

X: Nol applicable

Z: Value grealer {han zero bul less than half unit of measure shown

Source U.S. Census Bureau: Stale and Counly QuickFacls. Dala derived from Populalion Estimales, American Communily Survey,
Census of Population and Housing, State and Counly Housing Unit Eslimates, County Business Patiems, Nonemployer Stalislics,
Economic Census, Survey of Business Owners, Building Permits, Consolidated Federal Funds Reporl

Last Revised: Monday, 11-Mar-2013 14:19:39 EDT
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Attachment C.N.5

Policies and Procedures for Manipulation Under Anesthesia
Robert C. Gordon, D.C., FABCS, FRCCM, DAAPM

Purpose

The purpose of writing these policies and procedures is for facilities or doctors or the staff of a
facility to have a guideline for providing the service of the technique of Manipulation Under
Anesthesia (MUA). It will be used in conjunction with the National Academy of MUA
Physicians standards and protocols, and will be used to determine the types of doctors who may
use the facilities for MUA; the educational standards required for staff privileges for the use of
MUA, for the patient logistical movement in the facility; the required policy for the use of the
MUA procedure; the basis for clinical selection of cases for the MUA procedures; the accepted
and suggested follow-up post care requirement for the MUA patients; and for the overall
guidelines for the MUA procedures that may not be part of the mentioned areas above.

Educational Standards

It shall be the policy of this facility that the doctors that are performing this procedure must have
achieved 36 hours of postgraduate instruction in MUA from a CCE/CME accredited Chiropractic
or Medical school, and that those hours contain education in: The history of the MUA
procedure; the scientific basis of the MUA procedure; the clinical application of the patients for
MUA; the proper selection of the patients for MUA (use of the NAMUAP standards and
protocols); two week-ends of education in MUA consisting of a didactic education and
workshops, an examination both oral and written, and a second week-end which allows the
doctors to be proctored on actual patients with hands on fraining in the MUA procedure. This
standard of education has long been the standard of education for MUA since its inception, and
has been taught by the original MUA instructors since the late 80°s in the chiropractic profession.
Since the MDs and the DOs have no formal MUA program at this time in their institutions most
MDs and DOs have been taking their training from the chiropractic profession. There is a
preponderance of evidence that the education of the doctors performing this procedure must
follow extensive standards that have long been the standard of education to understand the full
process of MUA. There is also evidence that if proper education in the area of billing and
working with insurance companies is not completed properly there is no proper follow-up for
graduating doctors, and therefore no education in the proper use of coding, and fee structures.
This should be considered when a doctor becomes a part of a facility. The doctors that use this
facility must have an idea of proper billing procedures, and must follow standards that allow for
conservative billing practices as taught in the long standing older courses. The older courses still
teach proper billing practices and therefore will be used as the gold standard for any doctor that

has taken the training.
Proper Patient Selection

It shall be the policy of the facility that the proper selection of patients for this procedure should
be foremost in the mind of the practitioner of MUA. Proper selection of the patient is the purest
form of proper outcomes, and the essence of a good MUA program is the highest recovery rate
possible from those patients selected to undergo MUA. The use of the National Academy of
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MUA Physicians is a good stast for this section. Other algorithms that follow standard care for
various conditions may also be formatted to fit this particular section, and may be included in
additional appendixes within this policies and procedures protocols.

Clinical Efficacy of Manipulation Under Anesthesia(MUA)

It has long been the practice of the doctor involved in physical medicine and chiropractic that the
movement, mobilization, manipulation, and adjusting of joints, joint capsules, and surrounding
holding elements (muscles, ligaments, and tendons) of aberrant articulations can decrease the
patients pain and increase range of motion. Literature and reference of all kinds for many years
has contended, and research has proven that to relocate abnormal articulations and correct
misalignment from biomechanical abnormalities creates an atmosphere of correction and
recovery from which patients respond very well. The chiropractic profession, as well as the
osteopathic profession, have long stood behind these practices, and the medical profession in
most recent years have also given credence to mobilization and manipulation as a real alternative
_to-other frequently used methods-of medical pharmacologicintervention, Or SUrgery.. ..

Manipulation under anesthesia is a modality which has been used by all of the above mentioned
practitioners since the early 30°s to bring about the correction of ‘biomechanical abnormalities
that would only respond minimally to conservative office based manual therapy in its various
forms. The object and therefore the clinical justification for the use of MUA is simply to relax
the patient and then make the corrections in the biomechanical abpormality by means of
stretching mobilization and manipulation of the articulations that are involved in the abnormal
mechanical alteration. If the right anesthesia is introduced in a proper environment that allows
the patient to respond, but be less apprehensive and have less discomfort, the practitioner who
has MUA certificate training is better able to make corrections such that the patient gains back
range of motion and therefore is relieve of neurological stressors that cause painful response
while they are being compressed. To make more out of this than this simple statement is
complicating a very well received and very well used procedure that canses many recoveries that
would not respond if not for this procedure being used.

Clinically we are basically taking arthrokinectic dysfunctional anatomy which is causing
fibroblastic proliferative changes (adhesions) to be formed, altering them, and giving back
normal movement and in the process decreasing pain and dysfunction.

Patient Selection Criteria

In conjunction with the National Academy of MUA Physicians and following their standards and
protocols the following would be indicated but may not be limited to: Following the standards of
proper care as outlined by the NAMUAP standards and protocols which calls for a minimum of
4-6 weeks of conservative manual therapy care:

1. The patient must exhibit pain and or muscle spasm/contracture documented by three of
the following:
a. Observation
b. Palpation
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Visual analog scale
Measurement (algometry)

History
Objective testing such as MRI, CT, EMG, Surface EMG, Mechanical Dermatomal

alteration, or other well established diagnostic testing modalities.
g. Standardized pain questionnaire such as Oswestry or Roland Morris

o oao

The patient must also be diagnosed as having a primary neuromusculoskeletal complaint
as the primary cause of the patients complaint using the standard MUA protocols for

MUA patient selection criteria (NAMUAP).

o

The patient’s diagnosed condition must interfere with the patient’s activities of daily
living as outlined in the history and physical, and fall within the standard indications for
MUA, as referenced in: “Manipulation Under Anesthesia, Concepts In Theory and
Application”, R. Gordon, April 2005, Taylor and Francis, and the NAUMAP standards

and protocols.

_b)

4. Sufficient care has been rendered prior to MUA selection as referenced above.

The patient has been informed of other treatments that might also be available, but has
chosen to proceed with the MUA procedure after adequate explanation of the risks and

benefits.

(91

Medical Clearance and Standardized Review

Medical clearance is required for MUA just like medical clearance 1s required for any procedure
completed under anesthesia. The requirements for medical clearance vary for each state, and
each facility and the anesthesiologists requirements before amesthesia is provided. This
determines what the standard testing will be required before the patient undergoes MUA. In
general the class one patient will be required to have a physical examination involving ail
systems, heart, respiratory system, liver, abdomen, eyes nose and throat, and complete
musculoskeletal and neurological work up. Blood work that is required is usually minimal (ex.
SMAC 6) just to rule out any problems that might prevent excretion of medicines and slow
metabolism etc.. Most facilities also require that the patients over 40-50 undergo an EKG, and
if respiratory problems are suspected, or asthma, a chest x-ray. Since we only choose patients
that fall within the class 1 or with evaluation class 2 anesthesia criteria, these tests are fairly

TRt . e

routine in most facilities.

The other requirement is for medical supervision and oversight. Medical presence should be part
of the team approach for MUA. It should be remembered that this not a one type of physician
procedure. This is a team procedure and cannot be accomplished by one or even two
practitioners. We teach in class that this is not a chiropractic procedure but rather a procedure
that chiropractic physicians take part in. In order for this procedure to be completed there needs
to be a medical clearance physician as mentioned above, there needs to be anesthesia clearance
and an anesthesia practitioner involved, there needs to be medial oversight, there needs to be two
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trained MUA practitioners to perform the procedure, and there needs to be nursing supervision of
the patient during and after the procedure in recovery before the patient is sent home.

Treatment Protocols

1. The following must be considered when considering the treatment and the numbers of
treatments necessary to achieve the desired results in the MUA field:

Chronicity
Length of current conservative therapy program
Patients age
Numbers of previous injuries to the same area
Level of unimproved pain
Patient acceptance
Muscle contracture (beyond splinting)
_ Interference with activities of daily living (ADLs).
Augmentation of adhesion build up, esp. with failed back surgery
Possible surgical intervention if MUA is not tried at this juncture of the patient’s
recovery. Serial MUA considered to prevent surgery where one procedure might still
make the patient a surgical candidate, three or four MUAs might prevent the surgical

intervention (ref. NAMUAP).

Trr @ e o o

b2

The usual and customary protocols for MUA have been to provide serial fashion MUA,
where the procedure is repeated in three successive days. This approach over the years
has proven to be very beneficial to the patient, and has been clinically justified by the
referenced fact that when correcting adhesion build up, if collagen fibers are not
addressed during remodeling in an intensive format, which is what MUA does, then
adhesions (or fibroblastic proliferative tissue) begins to reform in 24-48 hours. It is the
contention by the MUA community that if we were to allow for one MUA to be
performed, and then waited a week to do another one etc., then the process of reformation
and remodeling would not take place, but rather the adhesion would reform again. In
doing that we would be constantly working to control the reformation of the adhesions
that had formed over the period of time since the patient was injured. It has been shown
doing MUA in serial fashion and based on the references that performing multiple MUAs
and then following the MUAs with immediate post MUA care to be described later in
these policies and procedures, that the adhesions do not form back as before as evidenced
by the patient gaining considerable range of motion and decreased-pain and in.many
cases an 80 to 90% recovery with the proper patient selection.

Post MUA Care — is without a doubt, one of the most important phases of the MUA
procedure. With the fibroblastic proliferative tissues altered in an intensified manner, the
joints, joint capsules, and the surround holding elements must undergo continuous motion
and joint manipulation/adjusting to help reform those collagen fibers in order to maintain
the status of improvement that was achieved during the MUA procedure. In the past, post
care was carried on in a normal conservative fashion, however, it is now believed that
immediate intensified post care consisting of immediate same day therapy using the exact

2
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same stretches that were used during the MUA procedure, followed by 7-10 days of
continuous motion, mobilization and manipulation with minimal resistance, followed by
D weeks of pre-rehabilitation using slight to moderate resistive forces, and then 4 weeks
of formal circuit training rehabilitation will give the best outcomes. This regime has been
used over and over by the MUA community, and has been found to be the best approach
{0 maintaining the improvement that was achieved during the MUA procedure itself.
Since the end result of this procedure is recovery from the conditions that were chosen to
receive the MUA procedure, and to maintain the status post recovery, the patient has to
undergo changes in their life style, and feel a sense of accomplishment in not only the
therapy that was administered using the MUA procedure, but in their own benefit by their

participation in the recovery process.

Operative Procedure (this report is a guideline and sample for the full spine procedure
referenced in the textbook, “Manipulation Under Anesthesia, Concepts In Theory and
Application; R. Gordon....it is not meant to replace standard documentation specifically dictated
- for-each procedure for each- day-the patient-undergoes MUA.)- Also note - that extra spinal-- -
techniques have not been presented but should be dictated for each area treated.

PROCEDURES PERFORMED:
1. Manipulation of the hip joint requiring general anesthesia, RIGHT & LEFT;

CPT 272752~ 51
Manipulation under anesthesia, shoulder joint, RIGHT & LEFT; CPT 23706 x 2 -51
Manipulation of the spine requiring anesthesia, CERVICAL, THORACIC, & LUMBAR regions; CPT

22505 x 3 -51

2.
3

PRE-OP DIAGNOSIS: (Example)

1. Displacement of Thoracic and/or Lumbar [VD without Myelopathy (ECD-9 722.1)

2. Displacement of cervical [IVD without Myelopathy (ICD-9 722.0)

3. Myalgia and Myositis; cervical, thoracic, lumbar, bilateral shoulder/peri-scapular musculature, pelvic girdle
musculature, and bilateral hip regions (ICD-9 729.1)

4, Spasm of muscle/muscle hypertonicity; cervical, thoracic, lumbar, bilateral shoulder/peri-scapular

musculature, pelvic girdle musculature, and bilateral hip regions (ICD-2 728.85)

POST-OF DIAGNOSIS:
Same as Pre-op Diagnosis

INFORMED CONSENT:
After adequate explanation of the medical, surgical, and procedural options, this patient hag decided to proceed with

the recommended spinal Manipulation Under Anesthesia. The patient has been informed that more than one
procedure may be necessary to achieve satisfactory results.

INDICATTON:
Upon review of the patient’s history and supplied medical records the patient has been found a good candidate for

manipulation under anesthesia. The standards of protocol being followed are set forth by the National Academy of
MUA Physicians.

COMMENTS!
The patient understands the essence of the diagnosis and the reasons for MUA. The associated risks of the

procedure, including anesthesia complications, fracture, vascular accident, disc herniation, and post-procedure
discomfort, were thoroughly discussed with the patient. Alternatives to the procedure, including the course of the
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condition without MUA were discussed. The patient understands the charces of success from undergoing MUA and
 that no guarantees are made or implied regarding outcome. The patient has given both verbal and written informed

consent for the listed procedure. '

THE PROCEDURE IN DETAIL:

The patient’s pain level today was 8 out of a possible 10 (10 being the worst imaginable pain)

The patient was draped in appropriate gowning and was taken by gurney to the operative area and asked lo lie
supine on the operative table. The patient was then placed on the appropriate monitors for this procedure. When the
patient and I were ready, the anesthesiologist administered the appropriate medications to assist the patient into
twilight sedation using medications which allow the streiching, mobilization, and adjustments necessary for the

completion of the outcome desired.

THE CERVICAL SPINE:
The patient’s arms were crossed and the patient was approached from the rostral end of the table. Long axis traction

was applied to the patient’s cervical spine and musculature while counter-traction was applied by the co-attending
doctor. The co-attending doctor was positioned to stabilize the patient’s shoulders in order to use this counter-
traction maneuver. Traction in the same manner was then applied into a controlled lateral coronal piane bilaterally,
and then in an oblique manner by rotating the patient’s head to 45 degrees and elevating the head toward the
_ patient’s chest. This was also accomplished bilaterally. At no time was the patient taken past the physiological
barrier. The patient’s head was then brought into a neutral posture and cervical flexion was achieved to traction the
cervical paravertebral muscles. The cervical spine was then taken into a lateral traction maneuver to achieve specific
closed reduction manipulation of vertebral elements at the cervical spine on the right side and again using the same
technique on the left side of the cervical spine. During this maneuver, 2 low velocity thrust was achieved after
taking the vertebrae slightly past the elastic barrier of resistance. Cavitations were achieved.

SHOULDER THORACIC LIFT:
With the patient in the supine position, the doctor distracts the right arm straight/superior cephalad fo end range.

This is accomplished on both sides to release thoracic elements before the thoracic adjustment.

SHOULDER:
With the patient in the supine position the doctor stands on the side of involvement. The doctor takes the patient’s

arm in the bent arm position and tractions up away from the patient’s body and tucks the extremity into the doctor’s
abdominal area. The doctor has contact at the crook of the patient’s bent arm and support contact on the patient’s
lateral shoulder area over the mid deltoid area. In this position, the attending doctor then walks the extremity
forward into forward flexion noting range of motion and patient’s resistance. Once the extremity and thus lhe
shoulder was taken into forward flexion the next move was to leave the contact hand in place and do an adduction
fraction over the doctor's hand toward the middle of the patient’ body. The next move was then to relocate position
so that internal and external ranges of motion are performed. The attending doctor can take the shoulder through
simple external and internal ranges of motion on the first day and then become more aggressive on the following
days by contacting the upper extremity up near the axial and doing internal and external rotation closer to the body.

The next part of the procedure is the same forward flexion maneuver with the arm straight. Traction is
accomplished by contacting the wrist, tucking the arm in close to the doctor, and then walling the arm forward into
forward flexion. Then the same adduction move is accomplished with the doctor keeping the arm straight and
fractioning the arm over his or her hand toward mid line of the body. Next the doctor stands at the head of the
patient and lowers the patient’s arm to his side. Forward flexion in then accomplished with a knife edge contact at
the acromioclavicular humeral joint area. Traction is made during forward flexion into the knife edge and a slight

thrust into the joint is made.

The attending doctor then assumes the forward position and tractions the arm up and away and at the same time

rotates his hip into the axillary area. This opens up the joint space and the doctor contacts the lateral border of the
clavicle and administers three short toggle thrusts into the area with a pisiform contact. The thrusts are not directed
into the clavicle but the line of drive is more toward the lateral clavicle and the medial border of the humerus.
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The patient is then placed in the side lying position and circumduction clockwise and counterclockwise is
accomplished by contacting the head of the humerus. This maneuver is accomplished by the doctor cupping the
hands with interwovén fingers around the head of the humerus and the movements are very small and deliberate.

Once all these maneuvers are accomplished the doctor then completes the A to P manipulative procedure. Contact is
at the cephalad border of the pectoralis major with support for the scapula and at the anterior aspect of the humeral
glenoid cavity joint. The thrust is a motion that mimics the relocation of the head of the humerus into the glenoid
cavity. The movement is up and over the shoulder with respect to line of drive.

THE THORACIC SPINE:
With the patient in the supine position on the operative table, the upper extremities were flexed at the elbow and

crossed over the patient’s chest to achieve maximum traction to the patient’s thoracic spine. The co-attending doctor
held the patient’s arms in the proper position and assisted in rolling the patient for the adjustive procedure. With the
help of the first assistant, the patient was rolled onto their side, selection was made for the contact point and the
patient was rolled back over the doctor’s hand. The elastic bartier of the resistance was found, and a low velocity
thrust was achieved using a specific closed reduction anterior to posterior manipulative procedure. This same
procedure was repeated at the upper, middle, and lower thoracic regions.

MEDIAL SCAPULAR BORDER LIFT:
With the patient in the side lying position, the patient’s lower arm is moved behind the patient to allow relaxation of

the scapular muscles. With the assistance of the co-attending doctor, the attending doctor reaches into the medial
scapular area and lifts both vertically and laterally to separaie subscapular adhesions.

THE LUMBAR SPINE:

With the patient supine on the procedure table, the primary physician addressad the patient’s lower extremities
which were elevated alternatively in a straight leg raising manmer to until resistance due to adhesions and/or
nocioceptive response by the patient. Linear force is used to increase the hip flexion gradually during this
maneuver. Simultaneously, the co-attending physician applies a myofacial release technique to the calf and
posterior thigh musculature. Each lower extremity was independently bent at the Iknee and tractioned cephalad in a
neutra) sagittal plane, lateral oblique cephalad Iraction, and medial oblique cephalad traction maneuver. The primary
physician then approximated the opposite single knee from their position from neutral to medial slightly beyond the
elastic barrier of resistance, allowing for a piriformis myofascial release as well, This was repeated with the opposite
lower extremity. Following this, a Patrick-Fabere maneuver was performed up to and slightly beyond the elastic

barrier of resistance.

PIRIFORMIS BOW-STRING STRETCH:
With the patient in the supine posture and following the adductor stretch, the patient’s knee is held slightly past

medial and the attending doctor contacts the knee with their hand. The force is applied toward the table with the
help of the co-attending doctor and the piriformis muscle is then massaged. The force down the femur into the pelvic
basin allows for relaxation of the piriformis muscle across the obturator foramina.

With the co-attending physician stabilizing the pelvis and femoral head, the attending physician extended the right
lower extremity in the saggital plane, and while applying controlled traction radically siretched the para-articular
holding elements of the right hip by means of gradually describing an approximately 30-35 degree horizontal arc.
The lower extremity was then traction straight caudad and internal rotation was accomplished. Using traction, the
Jower extremmity was gradually stretched into a horizontal arch to approximately 30 deprees. This procedure was then
repeated using external rotation to stretch the para-articular holding elements of the hips bilaterally. These

procedures were then repeated on the opposite lower extremity.

With the patient’s lower extremities kept in hip and knee flexion, the patient’s torso was secured by the co-attending
doctor and the lumbar fasciae and musculature elongated obliquely to the right of mid-line, in a controlled manner
up to and beyond the elastic barrier of resistance. Cavitation was noted. This was repeated on the opposite side.

The patient is then repositioned in the supine posture and the same lateral knee movement is repeated bilaterally
only this time there is more of a torsion traction movement up toward the head and then laterally away from the
main trunk thereby stretching the lumbar holding elements of the spinal motion units. This posture is proving to
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show potential disc decompression as evidenced by pre and post MRI studies that have been completed for research
purposes.

{ £ : N : g Ariblier maaitd an 143 A en
With the use of under sheets, the patient was carefully placed in the side lying decubitus position and positioned so

that the lumbar spine overlay the kidney plate to the point where the lumbar spine attained the horizontal and was
de-rotated to avoid facet imbrications.

ILIOPSOAS STRETCH: _ .
With the patient in the side lying position, the upper leg is bent at the knee and distracted in a horizontal manner to

stretch the iliopsoas muscle. The leg is then extended more caudad at a 30 degree angle to stretch the TFL.

The patient’s body was stabilized by the first assistant. The knee and hip of the upper leg were flexed and the lower
leg stabilized in the extended position by the co-attending doctor. Segmental localization of the appropriate lumbar
motion-units was made by the attending physician and the elastic barrier of resistance found. A low velocity impulse
thrust was applied achieving cavitation. This procedure was then repeated for the sacroiliac joint. The posterior
supetior iliac spine and lumbar spine was then adjusted on the opposite side with the patient in the same position as

above,

The-patient was then repositioned-supine by-means of the under sheets.- With appropriate.assistance, .the patient-was-. - —

transferred from the procedure table to the gumey and was returned to the recovery room, where appropriate
monitoring equipment was utilized to monitor vital signs. The IV was maintained up to the point where the patient
was fully alert and stable. The patient was then transferred to a sifting recovery position and given fluids and a light
snack. Following this, the patient was discharged with appropriate home instructions.

COMPLICATIONS:
The patient tolerated the procedure well with no untoward incident or complication.

SUMMARY: '
The patient tolerated the procedure well and without complications and recovered from the general anesthesia

without difficulty.

SUMMARY:
The patient underwent MUA of the axial spine and extremities. The patient tolerated the procedure well; there were

no intra-operative or post-operative complications. The patient was able to achieve increased motion post MUA
without significant muscle guarding. With the improvement of range of motion, it is medically reasonable to opine
that this patient’s fibro-adhesive conditions were significantly impacted, increasing the potential for appropriate
neuromuscular re-education of affected myofacial structures and before having re-establishment of collagen

deposition during the healing phase.

PATIENT INSTRUCTIONS: ) )
The patient will receive post MUA therapy. in the doctor’s office or P.T. suite to include heating the area of

involvement; stretching of the involved areas just as they were stretched during the MUA procedure; followed biy
interferential in a hertz range of 80-120 and 0-10 with cryotherapy for a duration of no longer than 20 minutes. This
will be completed each day after the MUA procedure.

PROGNOSIS: ‘ . ‘
The patient under went post MUA examination and considering the patient’s overall improvement in function and

diminishing pain, it is opined, absent further injury, that the patient’s prognosis is considered to be good. The
patient will continue with the next procedure based on the improvement noticed during the post examination and in
keeping with the recommendations of the serial pattern of MUAs as per standing orders. This follows standards and
protocols as established by the National Academy of MUA. Physicians. The patient has been instructed that periodic
exacerbations or remissions may be experienced. These may be adequately managed by means of palliative care and

with the recommended post MUA therapy.
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Recemmendations For Pre and Post Instructions to The MUA Patient

Pre MUA Instructions:

The patient should get a good nights sleep; the patient needs to be NPO 8-12 hours before the
procedure due to the administration of anesthesia; the patient should not eat a heavy meal the
night before the procedure is completed the following day; medications that are taken normally
are usually taken with a sip of water the morning of the procedure (these recommendations are
determined by the anesthesiologist in charge of the procedure, ie for hypertension ete.); the
patient must have undergone a medical clearance for anesthesia by an MD or a DO who is
familiar with the procedure that is being performed so that an accurate opinion of the patient
tolerating the anesthesia is obtained prior to undergoing MUA; the patient mmust have
fransportation other than themselves from the facility where the procedure is being performed
back to their home. No one will be allowed to leave the facility without Proper transportation;
the patient should be out of work the days that the procedure is being administered. This

procedure involves the administration of an anesthesia and the patient should -not-be-signing -+ -

anything important, making decisions, nor driving any vehicle while they are under the effects of
the anesthesia which could affect them most of the day of the procedure.

Post MUA Instructions:

The post MUA instructions are based on what the treating physician wants the patient to do.
However, the generalized post MUA instructions consist of returning to a semi-normal to normal
diet. By this we mean that on the days of the MUA when a second or third MUA. are completed
the next day we recommend that a light diet be followed. Once the MUAs have been completed
then the patient can return to their normal diet with recommendations from their {reating
physician. On the days of the procedure, we recommend that the patient be seen at the treating
doctor’s office later that same day if possible. With late afternoon MUA procedures being
completed this is not practical, but when procedures are completed in the moming the patient
should return to the office in the afternoon for post MUA care same day. We recommend that
ice be used by the patient, and that they follow the instructions of the anesthesiologist, or medical
treating doctor as far as post MUA medications. The patient should rest the days of the
procedures, and should not being doing anything strenuous. Doing strenuous exercise or
movements could cause harm to the patients until given permission to do these types of activities
by their treating physician. Again, if the patient is going to undergo the next in a series of MUAs,
the patient should be NPO 8-12 hours before the next days MUAs. Over the years we have not
had any lingering effects from anesthesia when multiple MUAs are cesmpleted - on- three
successive days,

Recommendations For Post MUA Therapy and Rehabilitation

The treating physician is ultimately responsible for the post MUA care. Our recommendation is
that since we are attempting, and in most cases accomplishing the altering of adhesions
(fibroblastic proliferative collagen tissue) from reforming in and about the joints and holding
elements, that continued regular stretching should be started immediately after the MUAs., We
recommend that if possible these stretches be the same as during the MUA procedure, and that
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they be performed on the same day as the MUA with no manual adjustive therapy. Once the
final MUA is completed, we recommend continuing with the stretching process that has already
begun, but that now the adjustive techniques also be added. This process should ideally be
performed on a daily basis for 7-10 days following the MUA procedures. We then recommend 2
weeks of pre-rehabilitation which would involve the beginning of continued movement with
slight resistive strengthening. This is still not the time for conditioning and strengthening, but a
time for the patient to start rebuilding the strength that was lost from injury, and from the process
of the MUA procedure where weakening occurs as part of the corrections that take place as a
result of performing this procedure. This is then followed by between 4 and 6 weeks of formal
rehabilitation. It is this part of the post recovery phase of MUA where the patient claims his or
her recovery and strengthens the body to return to their normal pre-injury physical capacity and
activities of daily living. We recommend circuit training which not only helps the patient regain
strength, but is also enjoyable to accomplish. Encouragement for re-strengthening should be
foremost on the treating physicians mind at this point so that the patient will want to continue
with their fitness program when they are dismissed from formal treatment.

Policies and Procedures Page 10



Service Area

Hospital - Pain Management

Attachment C.N.5.A

2009 Co. I/P O/P
Centennial Medical Ctr. Davidson 0 100
St. Thomas Hospital Davidson 0 0
Skyline Madison Campus Davidson 13 1,008
Southern Hills Medical Ctr. Davidson 0 13
Summit Medical Ctr. Davidson 0 0
Vanderbilt Stallworth Rehab. Davidson 3 0
Vanderblilt University Hospital Davidson 25 909
NorthCrest Medical Ctr. Robertson 0 0
Middle TN Medical Ctr. Rutherford 0 0
StoneCrest Medical Ctr. Rutherford 1 66
Total 42 2,096

2010 Co. /P O/P
Centennial Medical Ctr. Davidson 75 429
St. Thomas Hospital Davidson 0 0
Skyline Madison Campus Davidson 7 785
Southern Hills Medical Ctr. Davidson 0 33
Summit Medical Ctr. Davidson 0 0
Vanderbilt Stallworth Rehab. Davidson 0 0
Vanderblilt University Hospital Davidson 7 1,096
NorthCrest Medical Ctr. Robertson 0 0
Middle TN Medical Ctr. Rutherford 0 0
StoneCrest Medical Ctr. Rutherford 6 162
Total 95 2,505

2011 Co. I/P O/P
Centennial Medical Ctr. Davidson 42 317
St. Thomas Hospital Davidson 0 24
Skyline Madison Campus Davidson 0 530
Southern Hills Medical Ctr. Davidson 0 18
Summit Medical Ctr. Davidson 0 3
Vanderbilt Stallworth Rehab. Davidson 0 0
Vanderblilt University Hospital Davidson 4 1,530
NorthCrest Medical Ctr. Robertson 0 67
Middle TN Medical Ctr. Rutherford 0 1
StoneCrest Medical Ctr. Rutherford 22 433
Total 68 2,923

Source: 2009, 2010 & 2011 JAR, Schedule D - Services
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Attachment C.EF.10

3:29 PM MUA OF MIDDLE TENNESSEE LLC
02/05/13 Balance Sheet
Accrual Basls As of December 31, 2012
Dac 31,12
ASSETS
Current Assets
Checking/Savings
102 - Firat Farmers - Checking 506.56
103 - First Tennessee Bank 13,228,02
Total Checking/Savings 13,734.58
Other Currant Assets
140 - A/R Trade 304,457.37
141 ' Less Allowance for Discounts =21 9.209.31
Totat Other Current Assots 85,248.06
Total Current Assets 98,962.64
T e -- -
150 - Furniture and Fixfures 14,130.12
165 « Machinery and Equipment 128,669.00
167 * Leasehold Improvements 82,859.00
161 + Accumulated Depreciation -153,798.00
Total Fixed Assets 71,860.12
TOTAL ASSETS 170,842,76
LIABILITIES & EQUITY )
Liahilities
Current Liabllitles
Other Current Liabllities
208 + Note Payable - A. Douglas Lensg 48,113.25
209 - Note Payable - Faye Smith 3,500.00
210 - Note Payable - Th Spine 63,382.67
Total Other Current Liablilties 114,995.92
Total Current Liabliiitles 114,995,92
Total Liabllities 114,095.92
Equity
304 : Terry Totty - Equity 24,401,99
306 - Lance Benedict - Equity 24,401.98
310 - Paul Yim - Equity 200,000.00
312 - Brett Babat - Equlty 100,000.00
320 + Retalned Earnings -158,822.69
Net Income -134,134.44
Totat Equity 55,846.84
TOTAL LIABILITIES & EQUITY 170,842,786

Page 1



3:29 PM : MUA OF MIDDLE TENNESSEE LLC

Profit & Loss

02/06/13
January through December 2012

Accrual Basls

o
Jan - Dec 12

Ordinary income/Expanse
Income

360 - Fee for Service Income 779,273.42
362 - Returns and allowances -200,00
363 « Lass Conlractual Dlssounts -631,643.35
Total Income 147,430.07
Expense
420 - Medical Records and Supplies 3,671.35
460 - Medical Safety Inspection 382.38
600 - Subcontractor 1,761.00
610 - Automoblle Exponse 1,055.00
612 - Background Verification 313,95
616+ Bank and Credit Card Charges 1,816.30
e 820 Continuing Education .- -__ . . 287600 - - e e
623 - Computer expenses 2,371.92
630 - Depreciation Expense 44,031.00
632 - Deslgn/Planning 28,688.00
633 - EHR Support 7,022.47
635 « Janttorlal Expense 1,020.00
84,83

638 + Employee Expsnse
630 - Insurance Expense
640 - General Liability 500.00

643 - Malpractice - 2,631.63
Total 639 - Insurance Expense 3,031.58
660 ' Professional Fees 8,743.24
670 « Office Suppiies 1,262.67
676 - Payroll Expenses

35,801.63

876 - Office Employee
675 - Payroll Expenses - Other 37,186.60

—

Total 676 - Payroll Expenses 73,098.23
680 « Rent Expense

661+ Rent - Building 20,966.22

682 + Rent - Equipment 29,485.00

680 - Rent Expaense - Other 45,272.45
Total 680 - Rent Expense B5,723.67
706 - Taxes and Licenses 2,275.00
710 - Telephone Expense 537.87
Total Expense 281,564.51
Net Ordinary Income -134,134.44
Net Income -134,134.44

Page 1
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G650

PATIENT TRANSFER AGREEMENT

THIS PATIENT TRANSFER AGREEMENT (this “Agreement") is made as of February
3, 2012, by and between St. Thomas Hospital (“Hospital”) and MUA of Middle Tennessee, [LC
“Transferor™).

RECITALS:

A. Hospital and Transferor each operate health care entities located in Middle
Tennessee.

needs of each patient in their respective facilities, and have determined that, in the interest
of patient care, the paties should enter into an agreement 10 provide for the transfer of patients
from Transferor to Hospital on the terms and conditions set forth hevein.

NOW THEREFORE, in consideration of the mutual promises herein contained and other
good and valuable consideration, the receipt and sufficiency of which is hereby acknowledged,

the parlies hereto agree og follows,”

1. Term and Termination,

(@)  The Agreement shall have a two (2) year term commencing on February 3,
2012 (the “Initia) Term™). Upon the expiration of the Initial Term, this Agreement shall
automatically renew for up to three additional one-year renewal terms (“Renewal Term™) unless
either party provides written notice of its intent not to renew (o the other party at Jeast sixty (60)
days prior to the end of the then current term (the Initial Term and any Renewal Terms are
collectively referred to herein as the “Term™).

(b)  This Agreement may be ferminated by either party:

) upon ninety (90) days prior written notice to the other party, or

(i) immediately should the other party fail to maintain the ficenses,
certifications or accreditations, including Medicare certification,
required to operate its fucility as it is currently being operated,

2. Transfer,

(a) Upon such time that a patient’s physician determines that the patient needs
to be transferred from Transferor to Hospital pursuant to Transferor’s physician's order, Hospital
agrees to admit the patient as promptly as possible and provide healthcare services as necessaty,
provided all conditions of eligibility are met. Transferor agrees to send fthe following with cach
patient at the time of transfer, or as soon thereafler as possible in emergency situations:

(@ an abstract of pertinent medical and other information necessary to
continue the patient’s freatment without interruption; and

1620124 vé4
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~The-pattics-desire to-assure-a continuily of care- and-appropriate medical (reatment— ..



Disabilities Act of 1990, and Title V1 of the Civil Rights Act of 1964 each parly hereto will not
discriminate on the basis of race, sex, religion, color, national or ethnic origin, age, disability, or
military service, AIDS and AIDS related conditions in its administration of its policies, including,
admissions policies, employment, or pragram activities,

7, Record Availability, Transferor agrees that, until the expiration of four (4) years
after the furnishing of any goods and services pursnant to this Agreement, it will make available,
upon written request of the Secretary of Health and Human Services or the Comptroller General
of the United States or any of their duly authorized representatives, copies of this Agreement and
any books, documents, records and other data of Transferor that are necessary to certify the

natwe and extent of the costs incurred by Hospital in purchasing such goods and services, 1f

- Transferor carsies out any of its duties under this Agreement through a subcontract with-a-related

organization involving a value or cost of ten thousand dollars ($10,000) or more over a twelve-

month period, Transferor will cause such subcontract to contain a clause to the effect that, until
the expiration of four (4) years affer the furnishing of any good or service pursuant to said
contract, the related organization will make available upon written request of the Secretary of
Health and Human Services or the Comptroller General of the United States or any of their duly
authorized representatives, copies of this Agreement and any books, documents, records and
other dafa of said related organization that are necessary to certify the nature and extent of costs
incurred by Transferor for such poods or services. Transferor shall give Hospital notice
immediately upon receipt of any request from the Seceetary of [Health and Human Services or the
Comptrolier General of the United States or any of their duly authorized reprosentatives for
disclosure of such informatien,

Transferor agrees to indenmmify, defend and hold IHospifal harmless from and against any
Joss, liability, judgment, penalty, fine, damages (including punitive and/or compounded
damages), costs (including reasonable attorneys® fees and expenses) suffered or imcurred by
Hospital as a result of, in connection with, or arising from Transferor ‘s failure o comply with

this Section 6.

8. Exclugion from Federal Health Care Programs. :
warrants that it has not been nor is it about to be excluded from participation in any Federal
Healthcare Program. Transferor agrees to notify Hospital within one (1) business day of
Transferor's receipt of a notice of intent to exchude or actual notice of exclusion from any such
program. The listing of Transferor or any Transferor-owned subsidiary on the Office of
Inspector General’s exclusion list (OIG website) or the General Services Administration’s Lists
of Parties Excluded from Federal Procurement and Nonprocurement Programs (GSA website)
for excluded individuals and entities shall constitute “exclusion” for purposes of this paragraph.
In the event that Transferor is excluded from any Federal Healthcare Program, this Agreement
shall immediately terminate. For the purposes of this paragraph, the term “Federal Healtheare
Program” means the Medicare program, the Medicaid program, the Maternal and Child Health
Services Block Grant program, the Block Grants for State for Social Services program, any state
Children's Health Insurance programy, or any similar program. Further, Transferor agrees fo
indemnify and hold Hospital harmless from and against any loss, lisbility, judgment, penalty,
fine, damages (including punitive and/or compounded damages), costs (including reasonable
attorneys' fees and expenses) incurred by Hospital as a result of Transferor's failure to notify the
Hospital of its exclusion from any Federal Healtheare Program.

% 3w

Transferor represents and

1629124 v4
103445-401 2/4/2012



this Agreement or any provision of this Agreement, except such rights as shall bnwe {0 a
successor or permitted assignee pursuant 1o this paragraph.

() In the event that any lepal action or other proceedings, including
arbitration, is brought for the enforcement of this Agreement or because of an alleged dispute of
breach, the prevailing party shall be awarded its costs of suit and reasonable attorney's fees,

(h) All notices, consents, waivers and other communications required or
petmitted by this Agreement shall be in writing and shall be deemed piven (o a parly when (a)
delivered (o the appropriate address by hand or by nationally recognized overnight courier
service (costs prepaid); or (b) received or rejected by the addressee, if sent by certified mail,

the person (by name or title) designated below (or to such other address or person as 4 parly may
designate by notice to the other parties):

If to Hospital: 8t. Thomas Hospital
4220 Harding Road
Nashville, TN 37205

With a copy to: Saint Thomas IHealth
102 Woodmont Blvd,, Suite 800
Nashville, TN 37205
Aftn: Contract Administrator

MUA of Middle Tennessee, LLC
28 White Bridge Rd., Suite 210
Nashville, TN 37205

1f to Transferor:

6 The headings of the various sections of this Agreement are nseried mercly
for convenience and do not expressly or by implication limit, define or exiend the specific terms
of the sections so designated. Any rule of construction or lnferpretation otherwise requiring this
Agreement to be construed or interpreted against any party shall not apply to any construction or
interpretation hereof,

4) This Agrecment may be executed in one or more counterpar(s, each of
which will be deemed to be an original copy of this Agreement and all of which, when taken
together, will be deemed (o constitute one and the same agreement, The exchange of copies of
this Agreement and of sipnature pages by facsimile transmission shall constitute effective
execution and delivery of this Agreement as o the parties and may be used in liew of the original
Agreement for all purposes. Signatures of the parties transmitted by facsimile shall be deemed to
be their original signatures for all purposes.

1629124 v4
1034435-401 2/3/2012

return receipt requested, in each case to the following addresses-and marked to the attention of —~ ——— -



Tennessee Occupational Wages: Total all industries in Nashville-Davidson--Murfreesbor... Page 1 of 2

Attachment C.0OD.3

TENNESSEE OCCUPATIONAL WAGES

[@<A

Total all industries

Nashville-Davidson--Murfreesboro, TN MSA, Tennessee

Healthcare Practitioners and Technical Occupations

Occupation

HEALTHCARE PRACTITIONERS
AND TECHNICAL OCCUPATIONS

Chiropractors

Dentists, General

Dietitians and Nutritionists
Optometrists

Pharmacists

Family and General Practitioners
Internists, General

Obstetricians and Gynecologists
Pediatricians, General
Psychiatrists

Surgeons

Physicians and Surgeons, All Other

Physician Assistants
Podiatrists

Registered Nurses
Occupational Therapists
Physical Therapists

Radiation Therapists

http://www.tn.gov/labor-wfd/wages/2012/PAGE0280.HTM

Ocec.
code
29-0000

29-1011

29-1021

29-1031

29-1041

29-1051

29-1062

29-1063

29-1064

29-1065

29-1066

29-1067

29-1069

29-1071

29-1081

29-1111

29-1122

29-1123

29-1124

Est. Mean Entry Exp. 25th Median 75th
empl. wage wage wage pct wage pet

N/A N/A N/A N/A N/A N/A N/A
N/A N/A N/A N/A N/A N/A

N/A 94,950 54,690 115,090 57,610 104,920 115,500
45.65 26.30 55.35 27.70 50.45 55.55

N/A 147,050 87,070 177,040 95,650 131,140 166,080
70.70  41.85 85.10 46.00 63.05 79.85

270 47,810 32,350 55,540 38,040 46,150 59,320
23.00 15.55 26.70 18.30 22.20 28.50

N/A 113,180 84,320 127,620 99,330 123,270 136,430
54.40 40.55 61.35 47.75 59.25 65.60

1,600 115,790 87,920 129,720 101,650 114,290 130,650
55.65 42.25 62.35 48.85 54.95 62.80

N/A 199,290 120,290 238,790  132,700>$145,600>§145,600
95.80 57.85 114.80 63.80 >§70 >$70

50 170,570 104,620 203,550 121,710  144,300>$145,600
82.00 50.30 97.85 58.50 69.35 >$70

100 209,600 144,220 242,290 160,240 >$145,600>$145,600
100.75 69.35 116.50 77.05 >$70 >$70

160 164,340 93,000 200,010 106,070 148,640>$145,600
79.00 44.70 96.15 51.00 71.45 >$70

60 184,820 120,740 216,860 149,160 173,510>$145,600
88.85 58.05 104.25 7170 83.40 >$70

100 N/A N/A N/A N/A N/A N/A
N/A N/A N/A N/A N/A N/A

1,340 232,230 178,030 >$145,600>$145,600>$145,600>$145,600
111.65 85.60 >$70 >$70 >§70 >$70

520 93,760 71,020 105,130 77,290 96,210 111,460
4510 34.15 50.55 37.15 46.25 53.60

20 112,510 66,580 135,470 66,170 72,540 147,850
54.10  32.00 65.15 31.80 34.85 71.10

14,000 64,460 44,830 74,280 49,170 60,060 72,320
31.00  21.55 35.70 23.65 28.90 34.75

650 71,540 61,980 76,310 64,590 70,930 77,290
3440 29.80 36.70 31.05 34.10 37.15

1,410 73,040 54,610 82,250 61,530 75,730 86,910
3510  26.25 39.55 29.60 36.40 41.80

40 68,380 50,460 77,340 55,390 66,310 78,700
3290 2425 37.20 26.65 31.90 37.85
5/9/2013



Tennessee Occupational Wages: Total all industries in Nashville-Davidson--Murfreesbor... Page 2 of2

Recreational Therapists 29-1125 150 37,780 27,210 43,070 30,560 35,620 42,390
18.15 13.10 20.70 14.70 17.10 20.40
Respiratory Therapists 29-1126 610 49,180 38,490 54,520 41,580 50,180 56,990
23.65 18.50 26.20 20.00 24.15 27.40
Speech-Language Pathologists 29-1127 540 52,980 38200 60,370 41,150 51,020 60,700
2545 18.35 29.00 19.80 24.55 29.20
Exercise Physiologists 29-1128  NJ/A 49,020 34,100 56,470 36,110 44,220 58,890
23.55 16.40 27.15 17.35 21.25 28.30
Veterinarians 29-1131 290 107,500 62,510 130,000 69,760 82,010 93,340
51.70  30.05 62.50 33.55 39.45 44.85
Audiologists 29-1181 N/A 56,400 50,700 59,250 51,010 55,230 59,460
27.10 24.40 28.50 24.50 26.55 28.60
Health Diagnosing and Treating 29-1199 60 78,010 51,150 91,430 52,990 58,520 80,210
Practitioners, All Other 37.50 24.60 43.95 25.50 28.15 38.55
_Medical and Clinical Laboratory. . .. . 29-2012_ 1,920 33,850 24,530 38,500 ~ 26,820 _ 32,160 . 40,020 ~ .. .
Technicians 16.25 11.80 18.50 12.90 15.45 19.25
Dental Hygienists 29-2021 990 64,760 55,340 69,470 62,320 67,470 72,630
31.15  26.60 33.40 29.95 32.45 34,90
Diagnostic Medical Sonographers 29-2032 150 63,660 50,950 70,020 54,200 63,690 72,670
30.60 24.50 33.65 26.05 30.60 3495
Nuclear Medicine Technologists 29-2033 70 62,500 50,950 68,270 54,510 63,750 70,960

30.05 24,50 32.80 26.20 30.65 34.10

Entry and Experienced wages represent the mean of the lower third and the mean of the upper two-thirds
of the wage distribution respectively. The OES survey does not collect information for entry or
experienced workers. Tennessee Department of Labor & Workforce Development, Employment
Security Division, Labor Market Information. Publish date May 2012.

http://www.tn.gov/labor-wfd/wages/2012/PAGE0280. HTM 5902013
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TENNESSEE OCCUPATIONAL WAGES
e __/'4" : N

Total all industries
Nashville-Davidson--Murfreesboro, TN MSA, Tennessee

Healthcare Support Occupations

. Occ. Est. Mean Entry Exp. 25th Median 75th
Occupation code empl. wage wage wage pect wage  pct

HEALTHCARE SUPPORT OCCUPATIONS  31-0000 N/A NA NA NA NA NA NA
N/A NA NA NA NA NA

Home Health Aides 31-1011 4,190 19,550 16,770 20,950 17,300 19,380 22,080
9.40 8.05 10.05 8.30 9.30 10.60
Nursing Aides, Orderlies, and Attendants 31-1012 5,780 23,830 19,270 26,100 20,380 22,840 26,820
11.45 925 12.55 9.80 11.00 1290
Psychiatric Aides 31-1013 630 22,720 18,100 25,040 19,330 22,270 25,780
10.90 870 12.05 9.30 10.70 12.40
Occupational Therapist Assistants 31-2011 N/A 50,700 41,090 55,500 42,350 47,490 59,870
2435 19.75 26.70 20.35 22.85 28.80
Physical Therapist Assistants 31-2021 590 48,480 34,690 55370 41,600 49,070 58,000
2330 16.70 26.60 20.00 23.60 27.90
Physical Therapist Aides 31-2022 N/A 23,590 18,190 26,280 19,690 22,700 27,370
11.35 8.75 12.65 9.45 1090 13.15
Massage Therapists 31-9011 250 38,120 28,670 42,850 31,010 34,760 41,750
1835 13.80 20.60 14.90 16.70 20.05
Dental Assistants 31-9091 1,580 36,650 29,360 40,300 31,780 36,420 42,160
17.60 14.10 1935 1530 1750 20.25
Medical Assistants 31-9092 3,090 30,650 24,260 33,840 25,820 29,640 35310
1475 11.65 1625 1240 1425 17.00
Medical Equipment Preparers 31-9093 60 31,030 25,350 33,860 26,460 30,660 35,230
1490 1220 1630 1270 1475 16.95
Medical Transcriptionists 31-9094 630 41,380 28,710 47,710 31,110 35,070 40,730
19.90 13.80 2295 1495 16.85 19.60
Pharmacy Aides 31-9095 290 18,500 16,650 19,420 16,750 18,280 20,640
8.90 8.00 9.35 8.05 8.80 9.95
Veterinary Assistants and Laboratory Animal 31-9096 510 22,070 17,060 24,570 18,200 21,240 24,410
Caretakers 1060 820 11.80 875 1020 11.75
Healthcare Support Workers, All Other* 31-9799 1,070 31,200 23,340 35,140 24,980 30,410 36,380

15.00 1120 1690 12.00 14.60 17.50

(@A

Entry and Experienced wages represent the mean of the lower third and the mean of the upper two-thirds
of the wage distribution respectively. The OES survey does not collect information for entry or
experienced workers. Tennessee Department of Labor & Workforce Development, Employment
Security Division, Labor Market Information. Publish date May 2012.

http://www.tn.gov/labor-wfd/wages/2012/PAGE0282. HTM 5/9/2013
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Attachment C.0OD.7(d)

STATE OF TENINESSEE
DEPARTMENT OF HEALTH
DIVISION OF HEALTH CARE FACILITIES
WEST TENNESSEE REGIONAL OFFICE
2975 Highway 45 Bypass, Suite C
Jackson, Tennessee 38305
Telephone: (731) 984-9684
Fax: (731) 512-0063

March 06, 2012

Ms. Faye Smith, Administrator
MUA of Middle Tennessee, LLC
28 White Bridge Road, Suite 210

Nashville, TN 37205

RE: Tnitial Licensure Survey

Dear Ms. Smith:

The West Tennessee Regional Office of Health Care Facilities conducted an initial state licensure
survey at your facility February 07, 2012. We are pleased to inform you that no deficiencies
were cited on the survey. A copy of the results is enclosed for your records.

Thank you for your cooperation shown during the survey, If we may be of assistance to you,
please do not hesitate to call.

Sincerely, |

olane Om/ﬁﬁ

Diane Carter, RN, LNCC
Public Héalth Nurse Consultant II

PDC/m ..

Enclosure



PUBLIC CHAPTER NO. 0817

This public chapter amends T.C.A. Titles 38, 39, 63, and 08 (o
require health care providers fo report injurics appearing, to
result from female genital mutilation. Fifective 7/1/12.

PUBLIC CHAPTER NO. (013

This public chapter amends Vitles 39, 53, 63, and 7] {o
authorize hospital quality improvement commitices (0 access
the cantrolled substances database i suspeel an employee of
self-prescribing medications, Eifeetive 6/12/12.

PUBLIC CHAPTER NO. 0916

This public chapter amends T.C.A. Titles 63 and 68 enacting,
e “The Henry Gramju Act™, (0 Greald Teporting equirements
by provider and Medical Bxaminers relate o drug overdoses.
Lifective 5/10/12,

PUBLIC CHAPTER NO. 1008

This public chapter amends T.C.A. Tides 37 and 39 and Title
38, Chapter U1 prohibiting physicians from performing
abortions withoul admilting privileges a1 a local hospital, Tn
addition, the public chapler requires physicians to notify
patient of where the physician has privilepes. It also requires
a monthly report to the Tennessee Depariment of Health of
cach abortion by the Tacility and where the aborlion was
performed and signed by the physician who performed the
abortion. The public chapler requires the Tennessee
Department of Health o annually report (o the General
Assembly aggregate data from the monthly reports. The
public chapter stipulates report requirements. It also reguires,
in addition to other penaltics, that any person, organization oy
facility convicted of willfully violating any of the provigions
of this scction to have its Heense sugpended Tor six months for
the first violation, one year for the second violalion, and
revoked for the third violation. Effective 7/1/12.

PUBLIC CHAPTER NO. 1093
This public chapter amends T.C.A. Titles 36 and 38 which

removes the requirement that providers reporl certain injurics
10 Jlaw enforcement if victim objects. Effcctive 5/21/12.

DISCIPLINARY ACTION
2012

The board took action against the
following licensed health care facilities:

FEBRUARY 2012

Licensee: East Tennessec Health Care Center, Madisonville —
nursing home

Board Newsletter Spring

r/Sanunter 2012

Violation: Deficiencics cited vising to the devel of o Type A

civil penalty
Action: Assessmentof civil penalty in tle amount ol
$3,600.00 and sngpension ol admissions

MARCH 2002
Licensee: Bristol Nursing Home, Bristol - nursing, ome
Violation: Deficiencies cited rising o the level of o Type A

civil penalty
Action: Assessment of civil penalty in the amoun( of
$2,700.00 and suspension of admissions

MAY 2012
Licensee: Schilling Gardens, Collicrville - assisted care

living facility
Violation:  Deficiencies ciled rising (o “the_level of civil

penalty uposition

Action:  Assessment of civil penalty in the amount of
$2,000.00

Licensee: Kenninglon Pointe, Memphis - assisted care living
facitity
Violation:
penalty imposition

Action:  Assessment ol civil penalty in the amount of
$7,500.00

Deficiencics cifed rising 1o the Jevel of civil

DEFICIENCY FREE SURVEYS

FEBRUARY 2012

AMBULATORY SURGICAL TREATMENT CENTER
PROVIDIERS:

MUA of Middle Temnessee, 11.C
Physician’s Surgery Center of Chattanooga

HOME MEDICAL EQUIPMENT PROVIDERS:
Advanced Diabetic Solhutions

Medical Necessities, In¢.

Advantage Healtheare

Amecrican Home Patient, Inc.
American Oxygen Home Care
Anderson Drugs & Home Care Center
Bradley Medical Equipment

Carr Rehab, Inc.

Cherokee Medical Supply:
Convalescent Supplies

Little Drogs

Lookout Medical Services, Inc.
Nutritional Support Services

Ophello Medical Equipment

Oxygen & Sleep Associates

RGH Enterprises, Inc.

Specialty Oxygen Service, Inc.,
Tri-State Respiratory Service, Inc.




-‘ l ACCREDITATION ASSOCIATION 1
/r)?‘AMBU!,A'l‘()RY HEALTH CARE,; INC.

September 17,2012

Organization #: 98360

Organization: MUA of Middle Tenncssee, LLC

Address; 28 White Bridge Road, Suite 210

City, State, Zip: Nashville, TN 37205

Decision Recipient: Deanna Smith

Survey Date; August 7,2012 Type of Survey:  Early Option Survey

Survey Chairperson:  Marjorie E. Vincent, RN, MBA, CASC

Accreditation Term Begins:  August 7, 2012 Accreditation Term Expires:  August 7,2015

Plan for Improvement Submitted; Aupust 29, 2012
Interim Survey by Date: August 7, 2013 Interim Survey Type:  Full Survey
Scheduling Coordinator: Leah Peters

Accreditation Renewal Code: 117565d498360

Granting accreditation reflects confidence, based on evidence fiom this recent survey that you meet, and will continue to
demonstrate throughout the accreditation term, the attributes of an accreditable organization, as reflected in the standards
found in the Accreditation Handbook for Ambulatory Health Care. The dedication and effort necessary for an organization
to be accredited is substantial and the compliance with those standards implies a commitment to continual self-evaluation
and continuous improvement. Since your organization was required to submit a plan for improvement, receipt of this lefter
denotes acceptance of the plan for improvement, Your organization is required to undergo an interim survey so that
AAAHC may monitor compliance with the Accreditation Standards.

In accordance with AAAHC requirements, your organization has submitted a Plan for Improvement that describes any
follow-up or corrective action taken by your organization following the most recent on-site survey. As stated in the current

Acereditation Handbook,

An intetim survey will be conducted when the AAAHC determines that an on-site visit is necessary to review the
organization’s implementation of the PFI. The organization will be notified of the time frame for the interim survey to

oceur after the accreditation survey. Following the interim survey, the organization’s accreditation term may be
maintained, reduced, or revoked.

Organizations electing an Early Option Survey (EOS) are eligible to receive a three-year term of accreditation;
however, (he organization must undergo an interim survey to assess the organization’s continued compliance with the
accreditation Standards. The interim survey will not be limited to a review of the deficiencies noted in the previous

survey report; all core and applicable adjunct Standards will be reviewed.

Your organization will be contacted by the Scheduling Coordinator, who will work with your organization to confirm the
surveyor(s) and dates of survey. Continuance of the current term of accreditation is contingent upon successtul and timely

completion of this survey,

AAAHC will be paying particular atfentjon to the following:

Adherence to the corrective actions indicated in the Plan for Improvement

Mechanisms to prevent the reoccurrence of the deficiencies cited in the most recent survey

For organization surveyed under the Early Option Survey Program, AAAHC will conduct a full survey to assess
the continued implementation of all policies and processes for conlinued maintenance with the accreditation

Standards.

L4
L]

We hope the survey has been beneficial to your organization in identifying its strengths and opportunities to improve,
AAAHC trusts that you will continue to find the accreditation experience meaningful, not only from the benefit of having
carefully reviewed your own operation, but also from the recognition brought by your participation in this survey process,

s250 Old Orchard Road, surte 200 TEL (847) 853 GoGo www.aaahc.org

Improving Health Care Quality Through Accreditation
- Skokic, Wlinois 60077 rax (847) 853 9028

info@aanhc.org



PREMIER ORTHOPAEDICS -
& SPORTS MEDICINE, PLC
Skyline Care Center .

3443 Dickerson Pike

Soite 190

Nashville, TN 37207
Telephons (615) 860-)580 |
Fux (615) 860-154] |

www,premicr-ortho.com
Steven G. McLaughlin, M.D, Lawrence Brett Babat, M.D. will admit patients for Jay Parekh, D.O.
L. Brew Babuy, M.D. ]
Steve G. Salyers, M.D. !

|
Daniel J. Burval, M. /
/ A

Paul A, Abbey, M.D.
L. Brett Babat, M.D.

Malcom E, Baxter, M.D,
Joseph P, Chenger, M.D. -
Robert M. Dimick, M.,
Brandon H. Downs, M.D.

James M., Fish, D.OQ.

Juson K. Haslam, M.D.
Willism J. Jekot, MDD, .
Cheistopher P. Kauffman, M.D,
Melvin D. Law, Jr., M.D. :
Jeffrey P. Lawrence, M.D. f
Robert W. Lohse, M.D. ¢
Robert W, Lowe IIL M.D. |
Willizm C. Mayfield, I, M.D.
Danict J. McHugh, M.D. |
Gregg A, Molz, M.D,
Vincent K. Navak, M.D.

V. Douglas Pieree, Ir., M.D,
Michael L, Reid, M.D.

R. James Renrfra, Jr., M.D. .
Marc A. Tressler, D.0.
Joseph A, Wieck, M.D,

Brentwood East  Centennial Harding Place Hendersonville  Murlreesboro  Skyline  StoneCrest . Summit
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State of Tennessee

Health Services and Development Agency
Frost Building, 3 Floor, 161 Rosa L. Parks Boulevard, Nashville, TN 37243
www.tn.gov/hsda Phone: 615-741-2364/Fax: 615-741-9884

October 1, 2013

E. Graham Baker, Jr., Esq.

Weeks and Anderson

2021 Richard Jones Road, Suite 350
Nashville, TN 37215

RE: Certificate of Need Application -- MUA of Middle Tennessee, LLC - CN1308-031

Dear Mr. Baker:

This is to acknowledge the receipt of supplemental information to your application for a
Certificate of Need for the addition of interventional pain management services at 28 White
Bridge Road, #210, Nashville (Davidson County), TN 37205. The estimated project cost is
$113,000.00.

Please be advised that your application is now considered to be complete by this office. Your
application is being forwarded to the Tennessee Department of Health and/or its representative
for review.

In accordance with Tennessee Code Annotated, §68-11-1601, et seq., as amended by Public
Chapter 780, the 60-day review cycle for this project will begin on October 1, 2013. The first
sixty (60) days of the cycle are assigned to the Department of Health, during which time a public
hearing may be held on your application. You will be contacted by a representative from this
Agency to establish the date, time and place of the hearing should one be requested. At the end
of the sixty (60) day period, a written report from the Department of Health or its representative
will be forwarded to this office for Agency review within the thirty (30)-day period immediately
following. You will receive a copy of their findings. The Health Services and Development
Agency will review your application on December 18, 2013.




E. Graham Baker, Jr., Esq.
October 1, 2013

Page 2

Any communication regarding projects under consideration by the Health Services and
Development Agency shall be in accordance with T.C.A. § 68-11-1607(d):

(1)

@)

No communications are permitted with the members of the agency once the Letter
of Intent initiating the application process is filed with the agency.
Communications between agency members and agency staff shall not be prohibited.
Any communication received by an agency member from a person unrelated to the
applicant or party opposing the application shall be reported to the Executive
Director and a written summary of such communication shall be made part of the
certificate of need file.

All communications between the contact person or legal counsel for the applicant
and the Executive Director or agency staff after an application is deemed complete
and placed in the review cycle are prohibited unless submitted in writing or
confirmed in writing and made part of the certificate of need application file.
Communications for the purposes of clarification of facts and issues that may arise
after an application has been deemed complete and initiated by the Executive
Director or agency staff are not prohibited.

Should you have questions or require additional information, please contact me.

Sincerely,

O g UL

Melanie M. Hill
Executive Director

MMH:mab

CC.

Trent Sansing, CON Director, TDH



MEMORANDUM

TO:

FROM:

DATE:

State of Tennessee

Health Services and Development Agency
Frost Building, 3 Floor, 161 Rosa L. Parks Boulevard, Nashville, TN 37243
www.tn.gov/hsda Phone: 615-741-2364/Fax: 615-741-9884

Trent Sansing, CON Director

Office of Policy, Planning and Assessment
Division of Health Statistics

Cordell Hull Building, 6th Floor

425 Fifth Avenue North

Nashville, Tennessee 37247

Melanie M. Hill
Executive Director

October 1, 2013

Certificate of Need Application
MUA of Middle Tennessee, LLC - CN1308-031

Please find enclosed an application for a Certificate of Need for the above-referenced project.

This application has undergone initial review by this office and has been deemed complete. It is
being forwarded to your agency for a sixty (60) day review period to begin on October 1, 2013
and end on December 1, 2013.

Should there be any questions regarding this application or the review cycle, please contact this

office.

MMH:mab

Enclosure

cc: E. Graham Baker, Jr., Esq.
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LETTER OF INTENT
TENNESSEE HEALTH SERVICES AND DEVELOPMENT AGENCY

The Publication of Intent is to be published in the _Tennessean which is a newspaper of general
(Name of Newspaper)

circulation in Davidson County, Tennessee, on or before August 10, 2013 for one day.
(County) (Month / day)  (Year)

This is to provide official notice to the Health Services and Development Agency and all interested parties, in
accordance with T.C.A. § 68-11-1601, et seq., and the Rules of the Health Services and Development Agency,
that MUA of Middle Tennessee, LLC (“Applicant”), 28 White Bridge Road, # 210, Nashville, Davidson County,
TN 37205, owned and managed by itself, intends to file an application for a Certificate of Need for the addition
of interventional pain management services at its ASTC. The Applicant currently provides manipulation under
anesthesia (“MUA”) services. This new service will be provided in the same one procedure room which is
currently licensed. There are no beds and no major medical equipment involved with this project. No other
health services will be initiated or discontinued. It is proposed that Medicare, TennCare, commercially insured,
and private-pay patients will be served by the ASTC, which will be licensed by the Tennessee Department of
Health. The estimated project cost is anticipated to be approximately $200,000.00.

The anticipated date of filing the application is: August 15, 2013.

The contact person for this project is E. Graham Baker, Jr., Attorney
(Contact Name) (Title)

who may be reached at: his office located at 2021 Richard Jones Rd. Suite 350
‘ (Company Name) (Address)

Nashville TN 37215 615 /370-3380

(City) (State) (Zip Code) (Area Code / Phone Number)
WMH Q August 08, 2013 graham@grahambaker.net

v 7 (Signature)&r" (Date) (E-mail Address)

e e e e e e e e e e e e e G R S S S S S S S S S S O e e e S S S S S P e s e S e i S S S e S b Bt S S g S e S vy e P e S S S SR S e M A S P SR
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The Letter of Intent must be filed in triplicate and received between the first and the tenth day of the month. If the
last day for filing is a Saturday, Sunday or State Holiday, filing must occur on the preceding business day. File
this form at the following address:
Health Services and Development Agency
Frost Building
161 Rosa L. Parks Blvd., 3" Floor
Nashville, Tennessee 37243

The published Letter of Intent must contain the following statement pursuant to T.C.A. § 68-11-1607(c)(1). (A) Any health
care institution wishing to oppose a Certificate of Need application must file a written notice with the Health Services and
Development Agency no later than fifteen (15) days before the regularly scheduled Health Services and Development
Agency meeting at which the application is originally scheduied; and (B) Any other person wishing to oppose the
application must file written objection with the Health Services and Development Agency at or prior to the consideration of
the application by the Agency.

* The project description must address the following factors:
1.  General project description, including services to be provided or affected.
2.  Location of facility: street address, and city/town.
3.  Total number of beds affected, licensure proposed for such beds, and intended uses.




State of Tennessee

Health Services and Development Agency

Frost Building, 3" Floor, 161 Rosa L. Parks Boulevard, Nashville, TN
37243

www.tn.gov/hsda Phone: 615-741-2364/Fax: 615-741-9884

August 23, 2013

E. Graham Baker, P.C.

Weeks and Anderson

2021 Richard Jones Road, Suite 350
Nashville, TN 37215

RE: Certificate of Need Application CN1308-031
MUA of Middle Tennessee, LLC

Dear Mr. Baker:

This will acknowledge our August 15, 2013 receipt of your application for a Certificate
of Need for the addition of interventional pain management services at 28 White Bridge
Road, #210, Nashville (Davidson County), TN 37205.

Several items were found which need clarification or additional discussion. Please
review the list of questions below and address them as indicated. The questions have
been keyed to the application form for your convenience. I should emphasize that an
application cannot be deemed complete and the review cycle begun until all questions
have been answered and furnished to this office.

Please submit responses in triplicate by 4:00 p.m., Wednesday August 28, 2013. If
the supplemental information requested in this letter is not submitted by or before this
time, then consideration of this application may be delayed into a later review cycle.

1. Section A, Item 6

Are there any members of MUA of Middle Tennessee, LLC who are affiliated
with Tennessee Spine and Nerve Institute, Inc.? Please discuss.

2. Section A, Item 12
Please indicate if there have been any discussions by the applicant with any

TennCare MCO’s regarding contracting for this proposed project. If so, what is
the stage of discussion?

3. Section B, Project Description, Item I

Please explain why the applicant chose to file this application rather than request
an Agency determination regarding whether MUJA fell under the umbrella of
MUA.

Please provide a brief description of the service area, need and funding for the
proposed project.



The applicant states they are forced by insurers to attempt less intensive pain
relief methods prior to attempting traditional MUA. Please provide any
documentation in the form of correspondence, policies and procedures, provider
manuals, clinical criteria, etc. from insurance companies that support this
statement.

Since the applicant will only be performing interventional pain management
services, has the applicant requested and received any waivers from the Tennessee
Department of Health, Board of Healthcare Licensing Facilities regarding
operating rooms?

There appears to be an existing state registered licensed pain management clinic
at the applicant’s address. Please clarify the applicant’s relation to that clinic and
if the proposed project will be registered separately with the State of Tennessee as
a registered pain clinic.

Will all patients having a pain management injection also receive a MUA
procedure or are there occasions where a patient will have a pain management
procedure and no MUA procedure or occasions where a patient will have no pain
management procedure but receive a MUA procedure? If these several scenarios
are possible please breakout the expected percentage of patients that will fall into
each category.

On page 9 of the application the applicant lists the Medicare and TennCare

revenue projections. However, what is listed is the percentage of patients not the
percentage of revenue. Please clarify.

Are interventional pain management procedures being performed now by the
applicant or affiliated entity in an office setting at 28 White Bride Road, Nashville
(Davidson County), TN 37909?

Section B, Project Description, Item IT A

Please clarify if the applicant is describing the development of the proposal since
the project appears to not have any renovation or construction cost.

Section C, Need Item 1

Please discuss how the proposed project will relate to the 5 Principles for
Achieving Better Health found in the State Health Plan."

Section C, Need, Item 1.a., Service Specific Criteria-ASTC (Item 1) and
Section C. Need, Item 6

The applicant projects 3,455 and 4,442 interventional pain management
procedures in Year One and Year Two.

s it possible for a patient to have more than one pain management procedure per
visit? If yes, please provide the projected utilization based on patient visits/cases,
since ASTC utilization standards are now based on cases.



10.

Please explain how procedures based on historical utilization were determined. Is
it based on the MUJA procedures performed prior to the HSDA ruling? Please
provide the details of the methodology used.

Please explain what you mean by anecdotal information from physicians. Please
give some specific examples.

Of these procedures how many are based on historical utilization and how many
from anecdotal information from doctors in the Nashville area.

In addition, please clarify if the mentioned Nashville doctors have verbally
committed or have provided letters stating they will refer to the proposed project.

Section C, Need, Item 1.a,Service Specific Criteria-ASTC (4) Need and
Economic Efficiencies

Please address the following statement as related to this proposal:

“A CON application to establish an ASTC or to expand existing services of an
ASTC should not be approved unless the existing ambulatory surgical services
that provide comparable services regarding the types of Cases performed, if those
services are known and relevant, within the applicant’s proposed Service Area or
within the applicant’s facility are demonstrated to be currently utilized at 70% or
above.”

Section C, Need, Item 1.a,Service Specific Criteria-ASTC  (6) Other
Standards and Criteria

Please provide documentation that a majority of patients reside within 60 minutes
average drive time to the applicant’s facility.

Section C, Need, Item 1.a,Service Specific Criteria-ASTC (9) Other
Standards and Criteria

Please clearly state the specific methodology and assumptions by which the
utilization for the first 8 quarters was projected.

Section C, Need, Item 1.a,Service Specific Criteria-ASTC (10) Other
Standards and Criteria

Please list the physicians that will provide pain intervention services in the
proposed ASTC and their qualifications/certification/specialties.

Please identify the Medical Director and his/her qualifications.

Please address question 10 (b).

Please identify the four physicians that have used the existing ASTC.

Please document that the applicant has a contract for anesthesiology services.

Please identify the TennCare MCOs with which the anesthesiology service
contracts.



11.

12,

13.

Section C, Need, Item 1.a,Service Specific Criteria-ASTC (11) Other
Standards and Criteria, Access to ASTCs

Please indicate if there are any designated medically underserved areas in the
proposed service area as designated by the United States Health Resources and
Services Administration.

The applicant has listed insurance plans that have contracted with the applicant.
Please indicate if the listed insurance companies will contract with the applicant
for interventional pain management services.

Section C, Need, Item 3.

Please provide the projected number and percentage of patients by county
of residence.

Section C, Need, Item 4.A.

Your response to this item is noted. Using population data from the
Department of Health, enrollee data from the Bureau of TennCare, and
demographic information from the US Census Bureau, please complete
the following table and include data for each county in your proposed

service area.

Variable Davidson | Robertson | Rutherford | Williamson | Service | TN
Area

Current Year (CY),

Age 65+

Projected Year

(PY), Age 65+

Age 65+, % Change

Age 65+, % Total
(PY)

CY, Total
Population

PY, Total
Population

Total Pop. %
Change

TennCare Enrollees

TennCare Enrollees
as a % of Total
Population

Median Age

Median Household
Income

Population %
Below Poverty
Level




14.

15.

16.

17.

Section C, Need Item 5

Please indicate if there are unimplemented CONs of similar institutions in the
service area.

The chart in Attachment C.N.5.C is noted. For comparative purposes, please
compare the anticipated charges by the applicant to the 4 listed ASTC’s.

The last three years of JAR data in attachments C.N.5.B. and C.N.5.C includes
2012 provisional data. Please also include final 2009 Joint Annual Report data in
those charts.

Section C, Economic Feasibility, Project Costs Chart
What type of moveable equipment does the applicant intend to purchase?

Please indicate if the applicant already has fluoroscopic equipment for injections.
If not, does the applicant intend to purchase fluoroscopic equipment?

Economic Feasibility, Item 2, Project Funding

Please provide documentation from the Chief Financial Officer of adequate cash
reserves to pay for project costs.

Economic Feasibility, Item 4, Historical Data Chart and Projected Data
Chart

Please clarify the period of time interventional pain management services were
provided by the applicant as mentioned in this section.

A Medical Director is listed as an expense of $337,500 per year in the
interventional pain management proposed project and in the total facility
Projected Data Chart. Since the amount is the same on both, does this mean the
physician will devote all his time to interventional pain management?

Please clarify if $125,000 in salaries and wages will cover all full time employees
associated with this project.

Why is rent in Year 1 in the amount of $40,380 for the proposed interventional
pain management project higher than rent in the amount of $39,633 in Year 1 for
the whole facility on the Projected Data Charts?

Why is depreciation and rent the same amount on the Projected Data Chart for
Interventional Pain Management and the Projected Data Chart for the whole
facility?

There appears to be calculation errors in the amount of operating expenses in
Year One and Year Two on the Projected Data Chart for the total facility. Please
correct and resubmit a replacement page.

Is it reasonable to expect to be able to hire an ASTC administrator for $12-15K?



18. Section C., Economic Feasibility, Item 10

The applicant balance sheet reflects a current ratio of .86:1 and $13,735 in cash.
Please verify the applicant has adequate cash to meet short term obligations.

19. Section C, Economic Feasibility, Item 6.B

Please indicate the top 10 projected CPT reimbursed procedures for this proposed
project.

CPT Code Brief Description

20. Section C, Orderly Development, Item 2

Please identify the 4 ASTCs the applicant mentions in this section that appear to
limit their services to interventional pain management services.

21. Section C, Orderly Development, Item 3

Please provide the anticipated staffing pattern for the proposed project. Also,
please compare the clinical staff salaries in the proposal to prevailing wage
patterns in the service area as published by the Tennessee Department of Labor
and Workforce Development and/or other documented sources.

22. Section C, Orderly Development, Item 7

The applicant will seek accreditation through AAAHC. Please clarify if this
certification applies to Intervention Pain Management Procedures.

23. Project Completion Forecast Chart

The agency decision date appears to be incorrect. Please revise and resubmit the
Project Completion Forecast Chart.

In accordance with Tennessee Code Annotated, §68-11-1607(c) (5), "...If an application
is not deemed complete within sixty (60) days after written notification is given to the
applicant by the agency staff that the application is deemed incomplete, the application
shall be deemed void." For this application the sixtieth (60"') day after written
notification is October 22, 2013. If this application is not deemed complete by this
date, the application will be deemed void. Agency Rule 0720-10-.03(4) (d) (2)
indicates that "Failure of the applicant to meet this deadline will result in the application
being considered withdrawn and returned to the contact person. Re-submittal of the




application must be accomplished in accordance with Rule 0720-10-.03 and requires an
additional filing fee." Please note that supplemental information must be submitted
timely for the application to be deemed complete prior to the beginning date of the
review cycle which the applicant intends to enter, even if that time is less than the sixty
(60) days allowed by the statute. The supplemental information must be submitted with
the enclosed affidavit, which shall be executed and notarized; please attach the notarized
affidavit to the supplemental information.

If all supplemental information is not received and the application officially deemed
complete prior to the beginning of the next review cycle, then consideration of the
application could be delayed into a later review cycle. The review cycle for each
application shall begin on the first day of the month after the application has been
deemed complete by the staff of the Health Services and Development Agency.

Any communication regarding projects under consideration by the Health Services and
Development Agency shall be in accordance with T.C.A. 3 68-11-1607(d):

(1) No communications are permitted with the members of the agency once the
Letter of Intent initiating the application process is filed with the agency.
Communications between agency members and agency staff shall not be
prohibited. Any communication received by an agency member from a person
unrelated to the applicant or party opposing the application shall be reported to
the Executive Director and a written summary of such communication shall be
made part of the certificate of need file.

(2) All communications between the contact person or legal counsel for the
applicant and the Executive Director or agency staff after an application is
deemed complete and placed in the review cycle are prohibited unless submitted
in writing or confirmed in writing and made part of the certificate of need
application file. Communications for the purposes of clarification of facts and
issues that may arise after an application has been deemed complete and
initiated by the Executive Director or agency staff are not prohibited.

Should you have any questions or require additional information, please do not hesitate to
contact this office.

Sincerely,

Phillip M. Earhart
Health Services Development Examiner

Enclosure/PME
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TELEPHONE 615/383-3332 ¥y
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KENT M. WEEKS F. B. MURPHY, JR.
ROBERT A. ANDERSON E. GRAHAM BAKER, JR.

DIRECT TELEPHONE NUMBER: 615/370-3380

September 30, 2013

Phillip M. Earhart

Health Services Development Examiner

Tennessee Health Services & Development Agency
Frost Building, 3™ Floor

161 Rosa L. Parks Boulevard

Nashville, TN 37243

RE:  Supplemental Information: Certificate of Need Application CN1308-031
MUA of Middie Tennessee, LLC

Dear Phillip:

Enclosed are three (3) copies of responses to your supplemental questions regarding the
referenced Certificate of Need application. If you have any additional questions, please contact
me.

Sincerely,

. Joraham Baker, Jr.

Inp

Enclosures as noted
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B
STATE QF TENNESSEE
COUNTY OF DAVIDSON
NAME OF FACILITY:

MUA of Middle Tennessee, LLC (CN1308-031)

I, E. Graham Baker, Jr., after first being duly sworn, state under oath that I am the
applicant named in this Certificate of Need application or the lawful agent thereof, that I
have reviewed all of the supplemental information submitted herewith, and that it is true,

accurate, and complete to the best of my knowledge, information and belief.

A = X Attorney at Law
S‘i\'g}lalure/Titlé :

Sworn to and subscribed before me, a Notary Public, this 30™ day of September,
2013; witness my hand at office in the County of Davidson, State of Tennessee.

{adsou &

VAS; OF |
NOTARY PUBLIC | { TENNESSEE
\ NOTARY
My Commission expires Ji

BOELIC

; ."'/ &‘\“‘ |
N7 »
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MUA of Middle Tennessee, LLC (3298) : spptR B EMENTAL- # 1
Certificate of Need Application CN1308-031 September 30, 2013

11:23am

1. Section A, Item 6

Are there any members of MUA of Middle Tennessee, LLLC who are affiliated with
Tennessee Spine and Nerve Institute, Inc.? Please discuss.

Drs. Terry Totty and Lance Benedict, who own 50% of MUA of Middle Tennessee, also own
Tennessee Spine and Nerve Institute. Drs. Odell andYim and Mr. Goorevich all have ownership
interests in MUA of Middle Tennessee, but have no ownership interest in, or any affiliation with,
Tennessee Spine and Nerve Institute.



MUA of Middle Tennessee, LLC (3298) SL%H(RIE 1I["1EM§1'1\LI.AL #1
Certificate of Need Application CN1308-031 tember 30, 2013

11:23am
2. Section A, Item 12

Please indicate if there have been any discussions by the applicant with any
TennCare MCO’s regarding contracting for this proposed project. If so, what is the
stage of discussion?

We have a contract with Amerigroup to provide services for interventional pain procedures in the
MUA of Middle Tennessee Surgery center. We are currently negotiating with Americhoice to
get a contract for these services as well.



Certificate of Need Application CN1308-031 e er 30, 2013
11:23am

MUA of Middle Tennessee, LLC (3298) &ﬁ;‘vﬂﬁmaﬁ{ﬂﬁ)ﬁlAL' # 1
Septemb 2

3. Section B, Project Description, Item I

Please explain why the applicant chose to file this application rather than request an
Agency determination regarding whether MUJA fell under the umbrella of MUA.

We were advised by the HSDA that needed to file a new CON in order to perform any type of
injections in the surgery center.

Please provide a brief description of the service area, need and funding for the
proposed project.

As stated, our service area is the same as our original MUA application, and consists of
Davidson, Williamson, Rutherford, and Robertson Counties, which counties reflect patient
origin (in number order) for 98% of the patients of Tennessee Spine and Nerve Institute, Inc.
See Attachment C.N.3 for a map of the proposed service area.

It is important to note that the service area for this project is based, in large part, on the actual
patient origin information for two of the member/owners of the Applicant. Drs. Benedict and
Totty currently serve patients from about 7 Middle Tennessee Counties, and the four top
counties, in order of number of patients, are: Davidson, Williamson, Rutherford and Robertson
Counties.

Physicians have expressed concern about the treatment of chronic pain. Chronic pain has both
chemical and mechanical components. Such treatment is difficult, sometimes ineffective, and
has risks. These risks include narcotic abuse, misuse and diversion, and infection (such as
Epidural Steroid Injections). There appears to be general consensus that a procedure that could
significantly lower pain scores, improve functional capacity, and reduce narcotic use would be
invaluable in the treatment of chronic pain. Manipulation under Anesthesia (“MUA”) is such a
procedure, and the Applicant is already approved for this service.

MUA is a modality which has been used by practitioners (doctors of chiropractic, doctors of
osteopathic medicine, and medical doctors) since the early 1930s. The process involves
relaxing the patient (with anesthesia), and making corrections to biomechanical abnormalities
by stretching and manipulation. Following the procedure, the patient gains a range of motion
and/or relief of pain.

The Applicant is forced by insurers to attempt less intensive pain relief methods prior to
attempting traditional MUA. These measures include interventional pain management services
such as joint injections. The HSDA originally determined that such procedures were included
under MUA, and the Applicant provided such procedures for some time. Later, the HSDA
determined that the Applicant is not approved for such interventional pain management
services. Since the Applicant cannot conduct the MUA procedures for which it has already
been approved without attempting interventional pain management procedures first, this
application is being filed.

This Application includes administrative costs, and'a relatively small amount for equipment,
only (already purchased), and there is no construction or renovation. The higher of FMV and/or
lease costs for the site were approved when the original ASTC was approved. Cash reserves
have been utilized to pay for these nominal costs.



MUA of Middle Tennessee, LLC (3298) suptRRLEMENTAL- # 1
Certificate of Need Application CN1308-031 September 30, 2013

11:23am

The applicant states they are forced by insurers to attempt less intensive pain relief
methods prior to attempting traditional MUA. Please provide any documentation in
the form of correspondence, policies and procedures, provider manuals, clinical
criteria, etc. from insurance companies that support this statement.

Please see attachments UHC-MUA Policy and BCBST-MUA.

Since the applicant will only be performing interventional pain management
services, has the applicant requested and received any waivers from the Tennessee
Department of Health, Board of Healthcare Licensing Facilities regarding operating
rooms?

Our facility procedure room was built to operating room codes for MAC sedation as a result of
our original MUA application. When our existing ASTC was approved, we obtained minimal
waivers, such as no requirement for an electrical generator, since we were not performing
traditional surgery, but were performing manual procedures. We do not anticipate further
waivers as a result of this application.

There appears to be an existing state registered licensed pain management clinic at
the applicant’s address. Please clarify the applicant’s relation to that clinic and if
the proposed project will be registered separately with the State of Tennessee as a
registered pain clinic.

The address for MUA of Middle Tennessee, LLC (our ASTC) is Suite 210. Tennessee Spine and
Nerve Institute, a licensed pain management facility, is Suite 208. The ASTC will be performing
services for the patients of Tennessee Spine and Nerve. This CON application is for
interventional pain procedures. MUA of Middle Tennessee, LLC will not be a registered pain
clinic, as there will be no narcotics scripted out of the surgery center.

Will all patients having a pain management injection also receive a MUA procedure
or are there occasions where a patient will have a pain management procedure and
no MUA procedure or occasions where a patient will have no pain management
procedure but receive a MUA procedure? If these several scenarios are possible
please breakout the expected percentage of patients that will fall into each category.

MUA procedures and interventional pain management procedures will not be performed at the
same time on the same patient. If interventional pain management is not successful, a patient
may undergo traditional MUA treatment later. As we are required (by insurers) to attempt
interventional pain management procedures first, we do not anticipate attempting such
procedures on patients who have had the more traditional MUA procedure. However, it is
important to note that we will attempt to alleviate pain in all of our patients with whatever means
for which we are approved, based on their respective needs at any given time.

On page 9 of the application the applicant lists the Medicare and TennCare revenue
projections. However, what is listed is the percentage of patients not the percentage
of revenue. Please clarify.

We listed the percentage of patients, as this is the estimated percentage that will be referred for
procedures in the surgery center. The percentage of revenue from Medicare is less than



MUA of Middle Tennessee, LL.C (3298) SL%[QL‘%&]EEM&%IAL- # 1
Certificate of Need Application CN1308-031 Sep r 30, 2013

11:23am

commercial, and the percentage of revenue from Medicaid is less than both. As a practical
matter, it is almost impossible to predict the exact amount of revenue from each payor source.
Instead, it is our understanding that applicants normally multiply the gross revenue, deductions,
and net revenue projections by the respective percentages of patients. Hence, Medicare revenue
would likely approach $1,858,790 (Gross revenue of $4,646,975 x 40% = $1,858,790).

Likewise, it is anticipated that the impact on Medicaid will be $139,410 (Gross revenue of
$4,646,975 x 10% x 30% State Share = $139,410).

Are interventional pain management procedures being performed now by the
applicant or affiliated entity in an office setting at 28 White Bride Road, Nashville
(Davidson County), TN 37909?

It is important to note that many pain management procedures can be performed in a physician’s
office. Currently, our pain boarded anesthesiologist is doing most spine injection procedures in
the surgery center. He uses sedation for a lot of procedures and prefers the safer environment.
He does do some pain management injections in the office of Tennessee Spine and Nerve.
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4, Section B, Project Description, Item IT A

Please clarify if the applicant is describing the development of the proposal since the
project appears to not have any renovation or construction cost.

As stated, all costs for this project are administrative costs, only. This application is for a new
service at an existing ASTC. There is no renovation or construction cost associated with this
application.
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5. Section C, Need Item 1

Please discuss how the proposed project will relate to the 5 Principles for Achieving
Better Health found in the State Health Plan."

The State Health Plan’s Five Principles for Achieving Better Health were written to initiate a
dialogue as to how the State of Tennessee can improve its state health ranking,

We will address each principle and how MUA of Middle Tennessee relates to it by expanding
the services to include interventional pain procedures.

Under Principle Number One, Healthy Lives, the top three health conditions in the State of
Tennessee in order were:

1) 79% Obesity and Overweight,

2) 71% Heart attack, stroke, high blood pressure, and cardiovascular disease and

3) 63% Diabetes.

In addition, alcoholism and drug abuse were also found to be of importance. When a patient has
chronic pain, without any education or relief of pain, the odds of improving his/her health are
low. Treating their pain in the most efficacious and safe manner while educating them on a
healthier lifestyle with the condition they have will improve their overall health. One of the
primary objectives in increasing the services of MUA of Middle Tennessee is to improve the
safety of patients who are in need of pain procedures. Many, if not most, patients who have
chronic pain and are in need of interventional pain procedures have numerous co-morbidities, as
noted above.

The adherence to the strict guidelines by CMS and our accreditation organization, AAAHC,
which establishes the policies and procedures required for the appropriate surgery center
environment, is our basis for patient care. In addition, the surgery center staff and physicians
who have followed the patient from their initial visit have intimate knowledge of all of the
patient’s health problems, which will lessen the odds of an adverse event occurring during a
procedure. Finally, it is and always has been our goal to decrease the amount of drug abuse, both
prescription and illegal, in our patient population. No medications will be scripted in the surgery
center setting.

Principle Number Two ,Access to Care, has been increased by MUA of Middle Tennessee by
having a contract with Amerigroup. We are also working diligently on getting a contract with
Americhoice, the other Medicaid providers in Middle Tennessee. We are credentialed with
Medicare and most major commercial insurers. Also, as you may be aware, it is this patient
population which has a higher incidence of prescription drug abuse, as well as co-morbidities.
Being able to see these patients in a surgery center setting, provides a higher level of safety and
decreases narcotic abuse.

One of the top ideas for improving Principle Number Three, Economic Efficiency, was to
emphasize prevention in health care services. All patients who would receive procedures at
MUA of Middle Tennessee would be required to have a one-on-one meeting with the physical
medicine department of Tennessee Spine and Nerve Institute. A doctor of chiropractic medicine
reviews diagnostics with each patient and goes over their particular health problems, and then
structures a physical medicine approach for the individual patient. This could include nutritional
counseling, physical therapy, chiropractic care, and manipulation under anesthesia, to basic
exercise appropriate to the patient. This multi- d1501p11ne approach has been done throughout the
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country with great efficacy and results. Our goal is to have all patients accept accountability for
their individual health. We believe we will have higher quality outcomes of the procedures
performed in the surgery center if we are able to establish this accountable thought process in the
patient, through education.

Due to the higher standards surgery centers are held to, Principle Four, Quality of Care, is
easily established. MUA of Middle Tennessee meets the definition of “high quality care” under
this principle. Having a licensed and boarded pain medical doctor with a staff that is familiar
with the patients and is specifically trained, and follow the required strict policies and
procedures, creates the atmosphere for an effective, patient-centered, timely, efficient and
equitable surgery center.

In addition “Patient Centered Care” is one of the big reasons we decided to have a surgery center
in the first place. All of our healthcare providers, from the MD’s, the physician extenders,
chiropractors, therapists, and all support staff, partner with each other and the patient to establish
the best possible care with the primary goal being great outcomes. We believe that having
access to our own surgery center with providers who are familiar with the “whole patient”
performing the procedures, is an improvement in the quality of care.

We believe increasing the services of MUA of Middle Tennessee to include interventional pain
procedures relates to Principle Five, Health Care Workforce by having the existence of a
comprehensive approach to pain treatment not based on medications. A pain-boarded physician
performing procedures in the surgery center is the leader of the multi-disciplinary team who will
examine, educate and treat the patient under the strict policies and procedures

approved by the Governing Body of MUA of Middle Tennessee.
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6. Section C, Need, Item 1.a., Service Specific Criteria-ASTC (Item 1) and Section C.
Need, Item 6

The applicant projects 3,455 and 4,442 interventional pain management procedures
in Year One and Year Two.

Is it possible for a patient to have more than one pain management procedure per
visit? If yes, please provide the projected utilization based on patient visits/cases,
since ASTC utilization standards are now based on cases.

Our pain anesthesiologist will not perform more than one pain management procedure per visit.

Please explain how procedures based on historical utilization were determined. Is it
based on the MUJA procedures performed prior to the HSDA ruling? Please
provide the details of the methodology used.

Procedures were not entirely based on MUJA procedures performed prior to the HSDA ruling.
The surgery center was not seeing patients until September of 2012 as we were not entirely
credentialed until the end of August 2012. At that point, we started very slowly doing MUJA
one day per week and MUA for the full three days if a patient qualified. Our pain
anesthesiologist determined he could see between 18-20 patients per day depending upon the
procedures he was doing. If the patient received manipulation this amount would decrease. By
December of 2012, he was doing up to 15 procedures per day twice per week. We ceased doing
anything in the center as of Jan. 2013. We had to start again slowly in May of 2013, all over
again. Based on what little historical data we had and with the amount of new patients we see,
we estimated the numbers contained in the application.

Please explain what you mean by anecdotal information from physicians. Please
give some specific examples.

We used the term “anecdotal information” to refer to information received by word of mouth, as
opposed to some national or local study. The projections we made in the application were based
on what our physicians, including our anesthesiologist, told us about the patients they were
seeing. An example is given immediately above (the prior question/answer).

Of these procedures how many are based on historical utilization and how many
from anecdotal information from doctors in the Nashville area.

Historically, we know we are able to do twenty procedures per day at maximum and we were
averaging approximately 15 per day with the history we had.

In addition, please clarify if the mentioned Nashville doctors have verbally
committed or have provided letters stating they will refer to the proposed project.

The doctors who currently refer to us do so for pain management services, which would include
any treatment decided by a pain management facility. All referring physicians receive a letter
describing what type of treatment their patient is getting.
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7 Section C, Need, Item 1.a,Service Specific Criteria-ASTC (4) Need and Economic
Efficiencies

Please address the following statement as related to this proposal:

“A CON application to establish an ASTC or to expand existing services of an
ASTC should not be approved unless the existing ambulatory surgical services that
provide comparable services regarding the types of Cases performed, if those
services are known and relevant, within the applicant’s proposed Service Area or
within the applicant’s facility are demonstrated to be currently utilized at 70% or
above.”

According to the latest JAR information (2012, Provisional), the four ASTCs which limit their
procedures to pain management averaged 2,359 procedures per room (see Attachment C.N.5.B).
This amount (2,359) is over 26% higher than the stated Guideline amount of 1,867 cases per
room. The current utilization amount is, therefore, 126% utilization — well above the 70%
utilization suggested by this Guideline.

11:23am
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8. Section C, Need, Item 1.a,Service Specific Criteria-ASTC (6) Other Standards and
Criteria

Please provide documentation that a majority of patients reside within 60 minutes
average drive time to the applicant’s facility.

According to the official TN Department of Transportation State Map, it is 18 miles from
Nashville to Franklin, 28 miles from Nashville to Murfreesboro, and 28 miles from Nashville to
Springfield (the county seats were used for each of the four counties in our service area, since
such cities are centrally located in each county). According to MAPQUEST, it takes about 28
minutes to drive from Nashville to Franklin, about 38 minutes to drive from Nashville to
Murfreesboro, and about 37 minutes to drive from Nashville to Springfield. Therefore, the
majority of patients in these four counties should be able to arrive at the Applicant’s site within
60 minutes drive time.
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9. Section C, Need, Item 1.a,Service Specific Criteria-ASTC (9) Other Standards and
Criteria

Please clearly state the specific methodology and assumptions by which the
utilization for the first 8 quarters was projected.

Tennessee Spine and Nerve Institute currently sees between 150 and 200 new patients per
month. According to our pain anestheswloglst approximately 80 percent of those patients are a
candidate for interventional procedures for pain. He estimates two procedures/cases per patient
in a given year. Using 150 patients as our base, that equates to 1,800 patients times 80% or 1440
receiving procedures x 2 cases, or 2880 total cases per year. If we saw 200 new patients per
month then the math would be 2 ,400 new patients times 80 percent which equals 1,920 patients
times two cases equals 3,840 cases per year. We anticipate increasing our new patient referrals
as we are able to do more services. At 4,442 cases, we are approaching the maximum one pain
physician can do in our center and will have to hire another physician.

As for our quarterly assumptions, we simply divided the projected number of annual procedures
by 4 and reported that number. Any manner of projecting how many procedures, by quarter for
8 successive quarters, would be speculative. As we have some history of prov1d1ng the service,
we made the logical assumption that there would not be so much of a “ramping-up” time frame
for this service.
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10. Section C, Need, Item 1.a,Service Specific Criteria-ASTC (10) Other Standards and
Criteria

Please list the physicians that will provide pain intervention services in the proposed
ASTC and their qualifications/certification/specialties.

Jay Parekh, DO. Anesthesiologist, Boarded in Pain Medicine
Please identify the Medical Director and his/her qualifications.

Co-Medical Directors-Jay Parekh, DO, Anesthesiologist, Boarded in Pain Medicine. Melvin
Butler, MD, Boarded in Internal Medicine, and Gastroenterology

Please address question 10 (b).
We anticipate the existing physicians, listed above and below, will continue to utilize the ASTC.
As stated, our ASTC is licensed and accredited by AAAHC. As such, we have sufficient staff to
add this type of service, and no additional staff will be needed.
Please identify the four physicians that have used the existing ASTC.
There were really five physicians, as follows:
James Ladson, MD-Anesthesiologist, Fellowship in Pain Medicine.
Jay Parekh, DO-Anesthesiologist, Boarded in Pain Medicine.
Michael Skaredoff, MD-Anesthesiologist, Boarded in Pain Medicine.
Lance Benedict, DC-Chiropractor.
Terry Totty, DC-Chiropractor.

Please document that the applicant has a contract for anesthesiology services.

MUA of Middle Tennessee has an anesthesiology agreement with Sweet Dreams Anesthesia,
Inc.

Please identify the TennCare MCOs with which the anesthesiology service
contracts.

The anesthesiology service we contract with (Sweet Dreams) has contracts with Americhoice,
Amerigroup and BlueCare. They also have contracts with all insurers.
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11. Section C, Need, Item 1.a,Service Specific Criteria-ASTC (11) Other Standards and
Criteria, Access to ASTCs

Please indicate if there are any designated medically underserved areas in the
proposed service area as designated by the United States Health Resources and
Services Administration.

Yes. Please see Supplemental Medically Underserved Areas.
The applicant has listed insurance plans that have contracted with the applicant.
Please indicate if the listed insurance companies will contract with the applicant for

interventional pain management services.

Yes, the listed insurance companies will contract with MUA of Middle Tennessee for
interventional pain management procedures.
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12. Section C, Need, Item 3. j
Please provide the projected number and percentage of patients by county of residence.

The following Year 1 approximations are based on historic patient origin for the Applicant
owners:

County # Pts % Pts
Davidson County 1,040 30.1%
Robertson County 686 19.8%
Rutherford County 697 20.2%
Williamson County 1,032 29.9%

It is important for the reviewer to understand that we projected seeing 3,455 patients in Year 1.
This projection was based on fact that about 98% of our existing patients originated from the 4
county service area. However, the above numbers represent 100% of the projected 3,455
patients, and the 3,455 patients represents about 98% of the applicant’s current case load.
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13. Section C, Need, Item 4.A.

Your response to this item is noted. Using population data from the Department of
Health, enrollee data from the Bureau of TennCare, and demographic information
from the US Census Bureau, please complete the following table and include data
for each county in your proposed service area.

Variable Davidson | Robertson | Rutherford | Williamson | Service Area TN
2013 Age 65+ 72,486 8,329 24,822 18,589 124,226 904,587
2015 Age 65+ 76,318 8,991 27,598 20,689 133,596 960,158
Age 65+, % Change 5.3% 7.9% 11.2% 11.3% 7.5% 6.1%
2015 Age 65+, % Total 12.4% 12.5% 10.2% 10.5% 11.6% 14.7%
2013 Total Pop. 605,923 69,680 261,331 188,259 1,125,193 | 6,414,297
2015 Total Pop. 614,222 72,006 271,112 196,824 1,154,164 | 6,530,459
Total Pop. % Change 1.4% 3.3% 3.7% 4.5% 2.6% 1.8%
TennCare Enrollees 2012 119,510 11,452 36,715 8,690 176,367 | 1,206,538
TennCare Enrollees as a %

of Total Pop. 19.7% 16.4% 14.0% 4.6% 15.7% 18.8%
Median Age 33.9 37.6 32.2 38.5 N/A 41.3
Median Household Income

2007-2011 $46.737 $50,759 $54,433 $89,063 $240,992 $43,989
Below Poverty Level %

2007-2011 17.7% 13.2% 12.7% 5.5% N/A 16.9%
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14, Section C, Need Item 5

Please indicate if there are unimplemented CONs of similar institutions in the
service area.

There are none, to our knowledge.

The chart in Attachment C.N.5.C is noted. For comparative purposes, please
compare the anticipated charges by the applicant to the 4 listed ASTC’s.

The last three years of JAR data in attachments C.N.5.B. and C.N.5.C includes 2012
provisional data. Please also include final 2009 Joint Annual Report data in those
charts.

Please see Supplemental C.N.5.B, which shows requested 2009 utilization data for all ASTCs in
the service area, and Supplemental C.N.5.C, which has the additionally-requested 2009 financial
data.

The 2012 Gross and Net Charges per procedure of existing ASTCs were $1,261 and $440,
respectively. Comparable figures for Year 1 for the Applicant are $1,345 and $269, respectively.
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15. Section C, Economic Feasibility, Project Costs Chart

What type of moveable equipment does the applicant intend to purchase?
None. We already have an existing used C-Arm, which cost us approximately $60,000, and we
utilized that equipment when we were providing the service under our prior approval by the
HSDA. We included that historical cost in this application so as not to imply there were no
historic costs associated with this service. In fact, there are no more costs associated with this
project, and no more equipment will be purchased.

Please indicate if the applicant already has fluoroscopic equipment for injections. If
not, does the applicant intend to purchase fluoroscopic equipment?

We do have a fluoroscope.
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16.  Economic Feasibility, Item 2, Project Funding

Please provide documentation from the Chief Financial Officer of adequate cash
reserves to pay for project costs.

As stated, our ASTC is already licensed, and no renovation is necessary to add this service. In
addition, all equipment needed is already purchased and in place (as we had been performing
these procedures with prior HSDA approval). All costs associated with this project are
administrative, only, and have already been paid. No more cash is needed to pay for this project.
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17.  Economic Feasibility, Item 4, Historical Data Chart and Projected Data Chart

Please clarify the period of time interventional pain management services were
provided by the applicant as mentioned in this section.

Our pain anesthesiologist performed interventional joint injections from Sept. of 2012 through
Dec. of 2012, again starting in May of 2013 through the present.

A Medical Director is listed as an expense of $337,500 per year in the interventional
pain management proposed project and in the total facility Projected Data Chart.
Since the amount is the same on both, does this mean the physician will devote all
his time to interventional pain management?

This was an estimate on the cost of having co-medical directors, one of whom would perform the
interventional procedures.

Please clarify if $125,000 in salaries and wages will cover all full time employees
associated with this project.

Yes, it will, not counting the pain physician.

Why is rent in Year 1 in the amount of $40,380 for the proposed interventional pain
management project higher than rent in the amount of $39,633 in Year 1 for the
whole facility on the Projected Data Charts?

There are CAM charges that vary from year to year. We included them in the rent for year 1 in
the interventional pain management project. After this year, we have a more accurate accounting
of what the fees will be.

Why is depreciation and rent the same amount on the Projected Data Chart for
Interventional Pain Management and the Projected Data Chart for the whole
facility?

Our ASTC is already licensed. We are only adding a service with this application. Rent and
Depreciation will remain the same, whether or not this application is approved.

There appears to be calculation errors in the amount of operating expenses in Year
One and Year Two on the Projected Data Chart for the total facility. Please correct
and resubmit a replacement page.

Please see replacement page 29-R.

Is it reasonable to expect to be able to hire an ASTC administrator for $12-15K?

The administrator will be shared with Tennessee Spine and Nerve institute, and this amount is
the “share” to administrate the ASTC.
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18. Section C., Economic Feasibility, Item 10

The applicant balance sheet reflects a current ratio of .86:1 and. $13,735 in cash.
Please verify the applicant has adequate cash to meet short term obllgatlons

The current facility is meeting all of its financial obligations, and will be no additional financial
increases by obtaining a CON for interventional pain management procedures.
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Please indicate the top 10 projected CPT reimbursed procedures for this proposed

project.

CPT Code Brief Description

63650 Dorsal column nerve
stimulator

64555 Peripheral Nerve
Neurostimulator

64635 Radiofrequency ablation-
destruction of nerve by
neurolysis lumbar one level

64633 Radiofrequency ablation-
destruction of nerve by
neurolysis-cervical one level

62311 Epidural steroid injection
lumbar

62310 Epidural steroid injection
cervical or thoracic

64493 Facet Injection Lumbar one
level

64490 Facet injection cervical one
level

64494 Facet injection lumbar second
level

64491 Facet injection  cervical

second level,
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20. Section C, Orderly Development, Item 2

Please identify the 4 ASTCs the applicant mentions in this section that appear to
limit their services to interventional pzin management services.

These are the four ASTCs listed in the original application (Attachment C.N.5.C) which list
100% interventional pain management services. They are: Premier Radiology Pain

Management, St. Thomas Outpatient Neurosurgical, Tennessee Pain Surgery, and Crossroads
Surgery.
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21. Section C, Orderly Development, Item 3

Please provide the anticipated staffing pattern for the proposed project. Also,
please compare the clinical staff salaries in the proposal to prevailing wage patterns
in the service area as published by the Tennessee Department of Labor and
Workforce Development and/or other documented sources.

We will use the following support staff: RN, MA/Receptionist, RT (Radiology Tech). We pay
our RN §$34/hr and the prevailing wage pattern is approximately $31/hr. We pay our MA
$13/hour and the prevailing wage pattern is approximately $13.80. We pay our RT $24/hr and
the prevailing wage pattern is approximately $23.50. No additional staff is required for the
addition of this service. As for FTEs, we will utilize our existing 1 RN FTE, 1 MA/Receptionist
FTE, and 1 RT FTE, and all of these existing staff will continue to be “shared” with other
functions approved for our ASTC.

22, Section C, Orderly Development, Item 7

The applicant will seek accreditation through AAAHC. Please clarify if this
certification applies to Intervention Pain Management Procedures.

We have already received certification from AAAHC for Interventional Pain Management
Services. During their extensive two-day process, they observed our pain anesthesiologist
performing interventional procedures and participating in manipulation under anesthesia.

23, Project Completion Forecast Chart

The agency decision date appears to be incorrect. Please revise and resubmit the
Project Completion Forecast Chart.

Please see replacement page 41-R.
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Manipulation under anesthesia (MUA} is proven for:
« Elbow joint for arthrofibresis following elbow surgery or fracture
o Knee joint for artfirofibrosis following total knee arthroplasty, knee surgery, or fracture
o Pelvis for acute traumatic fracture or dislocation
s Shoulder joint for adhesive capsulitis (e.g. frozen shoulder)

Manipulation under anesthesia is unproven for:
e Ankle
« Finger*
= Hip joint or adhesive capsulitis of the hip
e  Knee joint for any condition other than for arthrofibrosis following total knee arthroplasty,

knee surgery, or fracture
¢ Pelvis for diastasis or subluxation
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Shoulder for any condition other than adhesive capsuliitis (frozen shoulder)
Spine

Temporomandibular joint (TMJ)

Toe

Wirist

Published studies which are available are of relatively small sample size, short-term outcomes
and lack of randomization or a control group.

* This policy does not apply to manipulation of the finger on the day following the injection of
collagenase clostridium histolyticum (Xiaflex®) to treat Dupuytren's contracture.

Manipulation under anesthesia is unproven for serial manipulations for any body part or
multipie body joints for the management of acute or chronic pain conditions. There is &
lack of peer-reviewed published evidence supporting the need for multiple, repeat sessions of

MUA for multiple body joints.

[EACKGROUND L E g

Manipulation under anesthesia (MUA) is a non-invasive procedure which combines manual
manlpulation of a joint or the spine with an anesthetic. In patients who are unable lo tolerate
manual procedures due to pain, spasm, muscle contractures, or guarding may bengfit from the
use of an anesthetic agent prior to manipulation. Anesthetics may include intravenous general
anesthesia or mild sedation, injection of an anesthetic to the affected area, aral medication such
as muscle relaxants, inhaled anesthetics, or any other type of anesthelic medication therapy.
Because the patient's protective reflex mechanism is, absent under anesthesia, manipulation
using a combination of specific short lever manipulations, passive stretches, and specific articular
and postural kinesthetic maneuvers in order to break up fibrous adhesions and scar tissue around
the joint, spine and surrounding tissue is made less difficult. Manipulation procedures can be
performed under either: general anesthesia, mild sedation, or local injection of an anesthetic

agent to the affected area (Reid, 2002).

Manipulation under anesthesia (MUA) may be accompanied by fluoroscopically-guided intra-
articular injections with corticosteroid agents to reduce inflammation or manipulation under joint
anesthesia/analgesia (MUJA). Manipulation under epidural anssthesia (MUEA) employs an
epidural, segmental anesthetic, often with simultaneous epidural steroid injections, followed by
spinal manipulation therapy. Other therapies may combine manipulation with cortisone Injections

into paraspinal tissues or joint spaces.

Spinal manipulation under anesthesia (SMUA) consists of spinal manipulation and stretching
procedures performed on the patient after an anesthetic is administered (e.g., mild sedation,
general anesthesia) and may be recommended when standard chiropractic care and other
conservative measures have been unsuccessful. This is typically performed by chiropractors,
osteopathic physicians, and orthopedic physicians along with an anesthesiologist. Theoretically,

SMUA is thought to stretch the joint capsules to break up adhesions within the spinal column to
allow for greater mobility and reduced back pain; however, this has not been proven in the peetr-

reviewed literature.

Note: Unless otherwise specified, this policy does not address closed reduction of a fracture or
Joint dislocation.
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Manipulation under anesthesia may be performed for a variety of musculoskeletal conditions
which may include the ankle, elbow, fingerftoe, hip, knee, shoulder, pelvis and pelvic ring fracture,

dislocation, diastatis or subluxation, and the spine,

Ankie
No evidence was identified within the evidence-based peer-reviewed literature concerning ankle

manipulation under anesthesia for the treatment of any condition.

Elbow
There is little data within the evidence-based, peer reviewed literature concerning the safety and

effectiveness of using manipulation under anesthesia of the elbow. Although some studies
suggest that it may be useful in the early-post operative recovery of patients with joint
contractures, there is a lack of substantial evidence that validates this use.

Araghi and colleagues (2010) have used a technique of elbow examination (manipulation) under
anesthesia in select patients, The study comprised 51 consecutive patients who underwent an
examination under anesthesia.

Forty-four patients with a minimum of 12 months follow-up revealed a mean pre-examination arc
of 33 degrees, which improved to 73 degrees at the final assessment, Three patients had no
appreciable change (less than 10 degrees) in the total arc, and 1 patient lost motion. Four
patients underwent a second examination under anesthesia at a mean of 119 days after the first
examination. The average pre-examination arc of 40 degrees increased to 78 degrees at the
final assessment (mean improvement of 38 degrees). The only complication was worsening of
ulnar paresthesias in 3 patients; with 2 resolving spontaneously, and 1 requiring anterior ulnar
nerve transposition. The authors concluded that because this was not a controlled series,
additional studies should be conducted to better identify those not likely to benefit from this
procedure. |n addition, this study is limited by its small sample size and lack of a control group.

A retrospective review by Tan et al, (2006) looked at 52 patients who underwent open surgical
treatment for post-traumatic elbow contracture at an average of 14 months from the time of injury, -
Indication for operative release was functional loss of elbow arc of motion that failed non-

operative therapy and a splinting program. Follow-up was 18.7 months. Of the 52 patients, 14
required closed manipulation under anesthesia, in the early postoperative period. Five patients
required a second contracture release at an average of 12 months after the index release. Four
patients failed because of painful motion and elbow instability. The authors concluded that
recurrence of post-traumatic stiffness in the posteperative period is common but is responsive to
manipulation under anesthesia and repeat releases. The relatively small number of patients and
lack of randomization and a control group are weaknesses of this study,

Antuna et al. (2002) reported in a study for ulnohumeral arthroplasty for primary degenerative
arthritis of the elbow that 2 patients undenwent elbow manipulation under anesthesia to improve
the range of motion after the ulnohumeral arthroplasty. The indication for this procedure was lcss
of preoperative motion or of motion attained at surgery. Both patients underwenl manipulation
twice, and ulnar nerve symptoms developed after the second manipulation. The arc of motion
increased 40° in one patient and 45° in the other, However, because of the ulnar symptoms they
no longer recommend manipulation of the elbow in the early postoperative period if the nerve has
not been decompressed or translocated, They felt that patients with postoperative stifiness after
ulnohumeral arthroplasty might be better treated by progressive stretching with static splints,

Chao et al. (2002) reported in a study on surgical approaches for nonneurcgenic elbow
heterotopic ossification with ulnar neuropathy that forceful and repetitive manipulation may add
further damage to an already stiffened elbow and should be avoided after immobilization or

surgery.
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Gaur (2003) reported on eight children (ten elbows) who were found to have severe heterotopic
ossification of ths elbow, leading fo an inability to reach the mouth for feeding and the head and
the perineum for self-care. Excision of the heterctopic ossification was undertaken if the patient
had this limitation of function and if movement was restricted te a total arc of motion of <50° Four
of the patients underwent a manipulation under anesthesia in the post-operative period. The nine
elbows available for follow-up had an improved arc of motion (an average increase of 57° This
study is limited by small numbers and lack of any control group or randomization.

Finger
There s little data within the evidence-based, peer reviewed literature concerning the safety and

effectiveness of using manipulation under anesthesia of the finger.

A case report of 3 patisnts by Guly and Azam (1982) reviews the use of manipulation for a locked
finger. All 3 patients were treated with manipulation under anesthesia using a local anesthetic
injected into the finger joint, Two patients had a locked rmiddle finger and 1 patient had a locked
index finger. In each case, the patient was successfully treated with gentle manipulation. This
study is limited by small sample size and lack of randomization.

Hip
No studies that provide substantial evidence regarding the use of manipulation under anesthesia
of the hip joint were identified.

Knee
The use of knee joint manipulation following total knee arthroplasty appears to be effective as a

means of improving flexion of the joint, It also appears that this procedure may lead to a decrease
in pain scores as reported within the literature,

Fitzsimmons et al. (2010) conducted a systematic review to compare manipulation under
anesthesia (MUA) with arthroscopy and open arthrolysis for knee stiffness following total knee
arthroplasty. The review evaluated 14,421 studies of which 23 were deemed relevant. MUA alone
resulted in @ mean gain in knee motion of 30 to 47 degrees. Range of motion in the arthroscopy
group increased between 18.5 to 60 degrees. The open arthrolysis group had less gain in range
of motion with gains between 19 and 31 degrees. The authors concluded that both MUA and
arthroscopy provide similar gains in range of motion for patients with knee stiffness following total
knee arthroplasty. Open athrolysis had less favorable results.

Pariente et al. (2008) conducted a retrospective review on 333 patients who were unable to
achieve adequate range of motion after total kinee arthroplasty. The study was conducted to
compare the efficacy of a modified manipulation technique, which uses epidural anesthesia
continued for postoperative analgesia, hospital stay of one to three days, continuous passive
motion (CPM) for two to three days, and daily physical therapy (PT) to standard manipulation
under anesthesia. Manipulation using a standard technigque was performed on 273 patients (334
knees) and manipulation using a modified technique was perormed on 80 patients (85 knees).
Average follow-up time was 18.4 months. With the modified technique, ROM improved from 71
degrees to 102 degrees, and knee society pain, function, and total clinical scores improved as
well. Successful results were observed in 48 (74%) knees with 4 additional knees having a
successful result after a subsequent manipulation. The authors concluded that manipulation
under epidural anesthesia represents a viable option for treatment of persistent stiffness after

total knee arthroplasty.

Keating et al. (2007) studied 90 patients (113 knees) who underwent manipulation for
postoperative flexion of < or =90 degrees at a mean of ten weeks after surgery. Flexion was
measured with a goniometer prior to total knee arthroplasty, at the conclusion of the operative
procedure, before manipulation, immediately after manipulation, at six months, and at one, three,
and five years postoperatively, Of the 90 patients, 81 (30%) achieved improvement of ultimate
knee flexion following manipulation. The average flexion was 102 degrees prior to fotal knee
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arthroplasty, 111 degrees following skin closure, and 70 degrees before manipulation. There was
no significant difference in the mean improvement in flexion when patients who had manipulation
within twelve weeks postoperatively were compared with those who had manipulation more than
twelve weeks postoperatively. The authors concluded thal manipulation generally increases
ultimate flexion following tolal knee arthroplasty and patients with severe preoperative pain are

more likely to require manipulation.

Namba and Inacio (2007) reviewed 185 patients who had undergone manipulation under
anesthesia: 102 within 90 days of total knee arthroplasty and 93 more than 90 days after total
knee arthroplasty. Average pain (10-point scale), satisfaction (10-point scale), flexion (degrees),
and extension (degrees) were recorded before and after MUA. Flexion was significantly improved
after MUA for both groups: early MUA from 68.4 degrees (+/-17.2 degrees) to 101.4 degrees (+/-
16,15 degrees); and late MUA from 81.0 degrees (+/-13.3 degrees) to 98.0 degrees (+/-18.0
degrees). Pain decreased significantly with early MUA from 4.92 (+/-2.25) to 3,34 (+/-2.67) and
with late MUA from 4.51 (+/-2.62) to 3.44 (+/-2,78). Extension improved only in the early MUA
group from 7.15 (+/-10.1) to 2.50 (+/-4.98). Satisfaction scores were not improved, The authors
concluded that both early and late manipulation can improve TKA pain and flexion.

Multiple Joints
Evidence supporting the need for multiple, repeat sessions of MUA for these conditions was not

found in the published medical literature.

Pelvis
There is little data within the evidence-based literature to assess the safety and efficacy of pelvic

ring manipulation under anesthesla; however, the use of manipulation under anesthesia of the
pelvis and/or pelvic ring as a result of fracture(s) or dislocation is an integral part of the restoration
of the pelvic ring whether used as part of a closed or open-reduction surgical technigue (Hayes,

2008).

No literature was found to support manipulation under anesthesia of the pelvis for diastasis or
subluxation.

Shoulder
The use of shoulder manipulation under anesthesia to reduce pain and improve range of motion

appears to be effective in patients with adhesive capsulitis (frozen shoulder) when conservalive
non-surgical treatment has failed.

A blinded, randomized trial with a 1 year follow-up, by Kivimaki et al. (2007) evaluated 125
patients with a frozen shoulder to determine the effect of manipulation under anesthesia. Patients
were randomly assigned to either a manipulation group (65 patients) or a control group (60
patients), Both the intervention group and the control group were instructed in specific therapeutic
exercises by physiotherapists. Clinical data was gathered at haseline and at 6 weeks and 3, 8,
and 12 months after randomization. The 2 groups did not differ at any time of the follow-up in
terms of shoulder pain or working ability. Small differences in the range of movement were
detected in favor of the manipulation group. Perceived shoulder pain decreased during follow-up
equally in the 2 groups, and at 1 year after randomization, only slight pain remained. The authors
conciuded that manipulation under anesthesia does not add effectiveness to an exercise program

carried out by the patient after insiruction.

Ng et al. (2009) conducted a prospsctive trial of 50 patients to examine the etficacy of
manipulation under anaesthesia (MUA) followed by early physiotherapy in treating frozen
shoulder syndrome. Disabilities of the Arm, Shoulder and Hand (DASH) score and visual
analogue score (VAS) for pain and range of movement were measured preoperatively and at 6
wezks post-procedure. The mean DASH score decreased from 48.07 to 15.84 and the mean
VAS reduced from 6.07 to 1.88. Flexion improved from 104.18 to 157.56; abduction from 70.48 to
150.00; and external rotation from 13.88 to 45.62. The authors concluded that MUA combined
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with early physiotherapy alleviates pain and facilitates recovery of function in patients with frozen
shouldar syndrome,

In a prospective trial conducted between 2001 and 2003 by Loew el al. {(2005), 30 patients with
primary frozen shoulder manipulated under genaral anesthesia were evaluated for post
manipulative intra-articular lesions. Patients with secondary stiffness caused by rotator cuff tears
and glenohumeral arthritis were excluded. Arthroscopy was used after manipulation to document
any intra-articular lesions. All patients noted an improvemeant in range of motion. Flexion
improved on average from 70 degrees (+/- 33 degrees) to 180 degrees (+/- 15 degrees),
abduction from 50 degrees (+/- 20 degrees) to 170 degrees (+/- 25 degrees), and external
rotation from <5 degrees (+/- 10 degrees) to +40 degrees (+/- 20 degrees). Localized synovitis
was detected in 22 of the patienis in the area of the rotator interval, whereas disseminated
synovitis was ohserved in 8 patients. After manipulation, the capsule was seen to be ruptured
superiorly in 11 patients, the anterior capsule was ruptured up to the infraglenoid pole in 24
patients, and 16 patients each had a capsular lesion located posteriorly. In 18 patients no
additional joint damage was found and in 4 patients, iatrogenic superior labrum anterior-posterior
lesions were observed. The authors concluded that even though manipulation under anesthesia
is effective in terms of joint mobilization, the method can cause iatrogenic intra-articular damage.

Flannery et al, (2007) evaluated 180 consecutive patients to determine what influence timing of
manipulation under anesthesia (MUA) had on long-term outcomes for adhesive capsulitis of the
shoulder. Of the 180 patients, 145 were availakle for follow-up after a mean period of 62 months
(range of 12 fo 125). All patients underwent MUA with intra-articular steroid injection.
Improvement was noted in range of motion and function utllizing the Oxford Shoulder Score
(08S) and Visual Analogue Score (VAS) following manipulation. Eighty-three percent of the
patients had MUA performed Iess than 9 months from onset of symptoms (early MUA). The
remainder had MUA performed @ to 40 months (late MUA) from onset of symptoms, The authors
found that both groups had better mobility and Oxford Shoulder Score as well as less pain;
however the early intervention group had the most improvement,

In a study by Farrell et al. (2005), manipulation under-anesthesia was performed in 25 patients
(26 shoulders) for whom non-operative treatment for idiopathic frozen shoulder had failed. All of
the patients had physical therapy for a mean of 6.2 months. Long-term follow-up was obtained in
18 patients (18 shoulders) by gquestionnaire and averaged 15 years (range, 8.1 to 20.6 years).
There were significant improvements in forward elevation from a mean of 104 degrees before
manipulation to 168 degrees and in extemal rotation from 23 degrees to 67 degrees. There were
16 shoulders with no pain or slight pain and 3 with occasional moderate or severe pain, Of the 18
shoulders, 18 required no further surgery, The mean Simple Shoulder Test score was 8.5 out of
12 and the mean American Shoulder and Elbow Surgeons score was B0 out of 100. The authors
conclude that treatment of idiopathic frozen shoulder by manipulation under anesthesia leads to
sustained improvement in shoulder motion and furction at & mean of 15 years after the

procedure,

Spine
There are several studies in evidence based peer-reviewed literature which recommend that

additional studies are needed lo support the safety and effectiveness of spinal manipulation
under anesthesia. '

In a prospective study of 68 chronic low-back pain patients, Kohlbeck et al. (2005) compared
changes in pain and disability for chronic low-back pain patients receiving treatment with
medication-assisted manipulation (MAM) lo patients receiving spinal manipulation only. Al
patients received an initial 4- to 6-week trial of spinal manipulation therapy (SMT), after which 42
patients received supplemental intervention with MAM and the retnaining 26 patients continued
with SMT. Low back pain and disability measures favored the MAM group over the SMT-only
group at 3 months. The authors concluded that medication-assisted manipulation appears to offer
some patients increased improvement in low back pain and disability; however the study is limited
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by lack of randomization, small sample size and significant baseline differences between groups
for the primary outcome varizble (pain/disabilily scale).

In a prospective controlled study by Palmieri and Smoyak (2002), &7 patienis who received either
spinal manipulation under anesthesia (SMUA) or traditional chiropractic treatment for low back
pain were evaluated. The paricipants were assigned to one of two groups: 38 to an intervention
group who received MUA and 49 patients to a nonintervention group who received traditional
chiropractic treatment. Patients were followed for 4 weeks. Self-reported outcomes, including
back pain severity and functional status, were used to svaluate changes, The MUA group had an
average decrease of 50% in the Numeric Pain Scale scores while the nonintervention group had
@ 26% decrease. The MUA group had an average decrease of 51% in the Roland-Morris
Questionnaire scores while the nonintervention group had a 38% decrease. The authors
concluded that while there was greater improvement in the intervention group, additional studies
are needed to evaluate the safety and effectiveness of MUA. '

This study is flawed due to the methods used to select subjects, lack of assessor blinding, failure
to isolate the effects of the active intervention, and interpretation of outcomes. Subjects were
selected largely based upon 2 criteria: meeting NAMUAP eligibility requirements and having
insurance coverage for MUA. This led to significant baseline heterogensities between intervention
and control groups. Sample size (N=87; MUA group = 38; SMT group = 49) did not reach
anticipated number of participants. The attempt to measure the difference in treatment effect
between MUA and SMT was confounded by the addition of a specific exercise protocol for the
MUA group vs. an undefined "home exercise" program for the SMT group. Follow-up period was
limited. Problems with oblaining timely follow-up data were reported. The use of a percentile
difference in outcome scores between groups does not take into account if each outcome of
interest exhibited a clinically meaningful difference between each group. In fact, there were no
statistical or clinically meaningful differences between groups. There was & difference of 1.52
points on the NRS at initial follow-up and 1.32 points difference at final follow-up (the minimal
clinically important change has been widely reported as 2 points), The difference at inltial follow-
up for the RMDQ was 2.2 points and at final follow-up was 1 point (as noted in the study, a 4
point difference is necessary for it to be clinically meaningfut).

Cremata et al. (2005) reporied the results of manipulation under anesthesia (MUA) for 4 patients
"with chronic spinal, sacrailiac, and/or pelvic and low back pain. Patients with chronic pain who
had not adequately responded to conservative medical and/or & reasonable trial (4 months
minimum) of chiropractic adjustments, and had no contraindications to anesthesia or
adjustments, were selected. The 4 patients went through 3 consecutive days of MUA followed by
an 8-week protocel of the same procedures pius physiotherapy in-office without anesthesia. Data
included pre- and post-MUA passive ranges of motion, changes in the visual analog scale,
neurologic and orthopedic examination findings. The patients had follow-up varying from © to 18
months and showed improvement in passive ranges of motion, decreases in the visual analog
scale rating, and diminishment of subsequent visit frequency. The authors concluded that
manipulation under anesthesia was an effective approach to restoring articular and myofascial
movements in patients who did not adequately respond to either medical in-office conservative
chiropractic adjustments and/or adjunctive technigues. Weaknesses of this study include small
sample size and lack of randomization. Additional studies are needed to evaluate the safety and

effectiveness of spinal MUA.

A descriptive case series reported on the outcomes of 177 subjects, who met a set of inclusion
criteria, which included prior failed response to conventional manipulation (2-6 weeks trial) (West,
1999), All subjects underwent three serial MUAs. Post-MUA results included increased range of
motion and clinically meaningful pain reduction. Both these outcomes showed continued
improvement at 6-months follow-up. Unfortunately, the study design was incompatible with the
objective of establishing a causal relationship Le., the efficacy of MUA for a selected population.
Additionally, an attempt to measure the strength of association of MUA with the outcomes was
confounded by the inclusion of a broad range of other interventions rendered within the
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framework of this study. Interventions reportedly included: passive modalities, different types of
exercise, as well as traditional spinal manipulative therapy.

Temporomandibular Joint (TMJ)
Available evidence for manipulation under ahesthesia for temporomandibular joint syndrome is

limited to small, uncontrolled studies with limiied follow-up.

Foster et al. (2000) studied 55 patients receiving manipulation under general anesthesia of the
temporomandibular joint to determine the success rate of MUA effectiveness in an effort to
reduce the number of patients being referred for invasive surgery. Of the 55 patients participating
in this study, 15 improved, 15 did not, 6 showed partial improvement and 19 were not reated,
The median pre-treatment opening was 20mm (range 13-27). Among those who improved after
manipulation, the median opening after trealment was 38mm (range 35-56). The authors
concluded that MUA may help some patients; however, some of those who improved
experienced a return of TMJ clicking but not of jeint or muscle tenderness.

Toe
No evidence was identified within the evidence-based peer-reviewed literature concerning

manipulation under anesthesia of the toe.

Wrist
Available evidence for manipulation under anesthesia for wrist is limited to small, uncontrolled

studies with limited follow-up or case studies.

Hanson et al. (1988) reported on 10 patients having thickening and contracture of the wrist joint
capsule. Four of the 10 patients required manipulation under anesthesia which resulted in some
improvement in range of motion, The authors note that while manipulation under anesthesia may
be promising, careful technigue and judicious patient selection are of paramount importance.
Small sample size, Jack of randomization, and no indication of follow-up are limitations of this

study,

Professional Socleties
The International Chiropractors Association (ICA}, in its 2000 publication Recommended

Clinical Protocols And Guidelines For The Practice Of Chiropractic, ICA states that within the
armamentarium of chiropractic technigues, efficient methods exist that address the pain profiles
of even the most sensitive patient. Furthermore, the chiropractic adjustiment relies on the body's
own inherent constructive survival mechanisms to innately accomplish adjusted correction. In
light of the above considerations, the International Chiropractors Association holds that
anesthesia is inappropriate and unnecessary to the deliverance of a chiropractic adjustment.

he international MUA Academy of Physicians lists the following general indications for
manipulation under anesthesia (IMUAA, 2006):
o Fibro adhesion buildup
Chronic disc problems

L 4

¢ - Herniated disc without fragmentation

e Chronic myofascilis

« Intractable pain from neuromusculoskeletal conditions
= Torticollis

s Chronic re-injury

« Failed back surgery

According to the American College of Occupational and Environmental Medicine (ACOEM)
practice guidelines regarding physical methods of treatment for low back disorders (Hegmann,
2007;update; Hagmann, et al,, 2008), due to insufficient evidence manipulation under anesthesia
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{ MUA) and medication-assisted spinal manipulation (MASM] for aculs, subacute or chironic low
back pain is not recommended.

SR AN SR H O e e e

Medicare does not have a National Coverage Determination (NCD) for manipulation under
anesthesia. Local Coverage Determinations (LCDs) for Manipulation Under Anesthesia
(MUA), exist and compliance with these policies is required where applicable.

(Accessed January 11, 2012)
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APPLIICABLIE CEDE! *f SHijEEY

The codes listed in this policy are for reference purposes only. Listing of a service or device code
in this policy does not imply that the service de scribed by this code is a covared or non-covered
health service, Coverage is determined by the benefit document, This list of codes may not be all

inclusive.

CPT Cotle Description’
Manipulation of temporomandibular joini(s) (TMJ), therapeutic,
21073 requiring an anesthesia service (i.e., general or monitored anesthesia
care)
22505 Manipulation of spine requiring anesthesia, any region o
93 Manipulalion under anesthesia, shoulder joint, including application of
3700 . q : : q
fixation apparatus (dislocation excluded)
24300 Manipulation, elbow, under anesthesia
25259 Manipulation, wrist, under anesthesia o
26340 Manipulation, finger joint, under anesthesia, each joint
57194 Closed treatment of pfalvic ring fractgre, dislocation, diastasis cr
T subluxation; with manipulation, requiring more than local anesthesia
27275 Manipulation, hip ioint, requiring aeneral anesthesia
27570 Manipulation of knee joint under general anesthesla (includes
application of traction or other fixation devices)
Mampulatlon of ankle under general anesthesia (includes application
27860
_ of traction or other fixation apparatus)

. G s & reglstered tragemark of the Amertican Medical Association.

ICD-9 Code (Proven) | Description " ]
I, 718.51 | Ankylosis of lgmt_ishqulder region
71852 | Ankylosis of upperarmjoint
71858 Ankylosis of lower leg joint
- 7260 Adhesive capsulitis of shoulder
o 726.10 Unspecified disorders of bursae and tendons in shoulder region
72611 | Calcifying tendinitis of shoulder I
- 73319 Pathologic fracture of other specified site '
805.6 Closed fracture of sacrum and coccyx without mention of spinal cord
injury

) 806.61 1 Closed fracture of sacrum and cocoyx with complete cauda equina

lesion
- ——— il S S, A S e——E . i —
80662 | Closed fracture of sacrum and cocoyx with other cauda equina iy
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“Open fraciure of sacrum and coccyx with olher spinal cord injury

L 806.79

808 0 Closed fracture of acetabulum S o
' 808.2 Closed fraciure of pubis _ R —— [
- 808.41 _Closed fracture of {lium -
- 808.42 | Closed fracture of ischium

808.43 Multiple closed pelvic fractures with disruption of pelvic circle

808.44 Multiple closed pelvic fractures without disruplion of pelvie circls

808.49 Closed fracture of other spacifiad parl of pelvis

808,53 Multinle opan pelvic fractures with disruplion of pelvic circle

808.54 Multiple open pelvic fractures without disruption of pelvic circle

839.41 Closed dislocation. coccyx

839.42 Closed dislocation, sacrum -

ICD-10 Codes (Preview Draft) .
In preparation for the transition from ICD-8 to ICD-10 medical coding on October 1, 2014, a

sample listing of the ICD-10 CM and/or ICD-10 PCS codes associated with this policy has been
provided below for your reference. This list of codes may not be all inclusive and will be updated
to reflect any applicable revisions to the ICD-10 code set and/or clinical guidelines outlined in this
policy. *The effective date for ICD-10 cade sel implementation fs subject to change.

I€D-10 Diagnesis Code Description
(Effective 10/101/14) : i L1
M24.611 Ankylasis, right shoulder
M24.612 Ankylosis, left shaulder
M24.619 Ankylosis, unspacilied shoulder
M24.621 Ankylosis. right elbow
M24.622 Anlyloss, left elbow i
M24.628 Ankvlosis, unspacified elbow .
M24.661 Ankylosis, right knee ]
M24.662 Ankylosis, left knee o - [
 M24.8E9 Ankylosis, unspecified knee o
M66.211 Spontaneous rupture of extensor tendons. sight shoulder
Mes.212 | Spontaneous rupture of extensor tendons, left shoulder
~ M66.219 Spontansous rupture of extensor tendons, Unspeciiied shoulder
- ME6.811 Spontaneous rupture of oiher tendons, right shoulder
M66.812 Spontaneous rupture of other tendons, left shoulder
M66.819 ‘Spontaneous rupture of other tendons, unspecified shoulder
M75.00 Adhesive capsulitis of unspecified shoulder .
- M75.01 Adhesive capsulilis of right shoulder .
- M75.02 Adhesive capsulitis of left shoulder o
M75.100 Unspe_cified rotator quﬁ tear or rupture of unspecified shoulder, not
__ ' _specified as traumatic
M75.101 Unspecified rotator cuff tear or rupture of right shoulger, not
T specified as traumatic
N75.102 Unspec%fielq rotator cuff tear or rupture of left shoulder, not specified
_ as traumatic .
. M75,30 Calcific tendinitis of unspecified shoulder o
M75.31 Caleific tendinitis of right shoulder B
o M7532 Calcific tendlnitis of left shoulder o
M75.50 Bursitis of unspecified shoulder i o
M75.61 Bursitis of right shoulder B -
Mi75.52 Bursitis of lafl shoulder
MEBG.011A | Age-re‘late:d..?—steoporosss ts}ri:hfurrent pathological fracture, right
’ | shoulder, initial encounter for fracture o
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M80.012A

MB0.019A

M80.041A

[ Age-related osteoporocia_wi h current pathological fraciure, lefl
| Age-relzled osteoporasis with current pathological fracture,

| Age-related osteoporosm with current pathological fracture, right

shoulder, initial encounter for fracture

unspaaified shoulder, initial encounter for fracture

hand, initial sncaunter for fracture

M80.042A

Age-related csteoporosis with current pat holoancal fracture, left
hand, initial encounter for fracture
Age-relaled osleoporosis with current pathological fracture,

Manipulalion Under Anesthesia: Wedical Policy (Effective 05/01/2012)

. _M_BO O49A unspecified hand, initial encounter for fracture -
Other osteoporosis with current pathological fraclure, right shoulder, |
ig0.81 ‘1/—\ [
T initial encounier for iracture |
M8O. 812A Other ostevporosis with current pathological fracture, left shoulder,
B initial encounter for fracture . )
MBO.819A Other osteoporosis with current pathological fracture, unspecified
' shoulder, initial encounter for fracture
Other osteoporosis with current pathological fraclure, right hand,
HIGORBAIA | initial encounter for fracture )
“Other osteoporosis with current pathological fracture, left hand, initial
- MSO'BA_Q_A ‘encounter for fracture
M80.849A Other osteoporasis with current pathological fracture, unspecified
' hand, initial encounter for fracture
M84.411A Pathological fracture, right shoulder, initial encounter for fracture
M84.412A Pathological fracture, left shoulder, initial encounter for fracture
M84.419A Pathological fracture, unspecified shoulder, initial encounter for
fracture . i
M84.441A Pathological fraciure, right hand, inilial encounter for fracture
_ M84.442A Patholoaical fracture, |eft hand, initial encounter for fracture
_MB4.443A _E{a_t_ilo_l_omcal fraclure, unspecified hand, initial encounter for fracture
MB84.444A athological fracture, right finger(s), inilial encounter for fracture
| M84.445A Pathological fracture, left finger(s), initial encounter for fracture
84 4d6A Pathological fracture, unspecifiad finger(s), initial encounter for |
| fracture O i
M84.454A Patholopical fracture, pelvis, inflial encounter for fracture i
M84.474A | Pathological fracture, right foot, Inftial encounter for fracture ‘
M84.475A Pathoioqtni fractuw lefi foot, initial encounter for fracture
M84.476A Pﬁtnol'JQ|caifra_;j_11"gg unspecified foot, initial encounter for fracture |
M84 477A Pathalogical fraclure, right toe(s), initial encounter for fracture
M84 478A Patholoaical fracture, el i tog(s), initial encounter for fracture
~ MB4.479A Pathological fracture, unspecified toe(s), initial encounter for fracture
M84.48XA Pathological fracture, other site, initial encounter forfracture
M84.511A Pathological fracture in neoplastic disease, right shoulder, inttial
L0 | encounterfor fracture
MB4 512A Pathological fracture in neoplastic disease, left shoulder, initial
IV . encolnter for fracture e i
Pathological fracture in neoplastic disease, unspecified shoulder,
o M_84'51 QA__ | initial encounter for fracture
Pathological fracture in neoplastic disease, right hand, initial
M84'_5_4_1_A o encounter for fracture -
Pathological fracture in neoplastic disease, I=ft hand, initial
- __’%484 MZA"_ ) encounter for fracture
M84. 5497 ”—‘1'1:3100|ra| fraclure in neoplastic disease, umpecr.red Rand, inftial
_____ encounter for fractule .
M84,550A | Pathological fracture in nsopla asfic disease, pelvis,
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| for fracture

Pathological fracture in neoplastic disease, right foot, initial

M84, 574A
sl S encounter for fracture
M84 575A Pathological fracture in neoplastic disease, left foot, initial encounter |
B for fracture -
M84.576A Pathologicel fracture in \ neoplastic disease, unspecified foot, initial
~ | encounter for fracture _ - o
Pathological fracture In other disease, right shoulder, initial
e 61M encounterforﬂa”tuwrg___
B4, 812A Pathological fracture in other disease, left “shoulder, initial encounter
_ T for fraclure —
VIB4.619A Pathological fracture in other disease, unspecified shoulder, initial
encounter for fracture -
M84. 641A Pa.thologlcal fracture in other disease, right hand, initial encounter
5 for fracture
|V|84 642A f’athologlcal fracture in other disease, left hand, initial encounter for
T | fracture
l\/|84.649A Pathological fracture in other disease, unspecified hand, initial
encounter for fracture
MB4.650A Pathological fracture in other disease, pelvis, initial encounter for
fracture
MB4.674A Pathological fracture in other disease, right foot, initial encounter for
fracture
MB4.675A Pathological fracture in other disease, left foot, initial encounter for
| fracture -
Paiholomcal fracture in other disease, unspecified foot, initial
HSes encounter for fracture
VB4 6EXA Pathological fracture in other disease, other site, initial encounter for
fracture
M99.14 Subluxation complex (vertebral) of sacral region
S32.10XA Unspecified fracture of sacrum, initial encounter for closed fractire
532.10XB Unspecified fracture of sacrum, iniial encounter for open fracture |
532.110A Nondisplaced Zone | fracture of sacrum, initial encounter for closed
- fractupe
Minimally displaced Zone T fracture of sacrum, initial encounter for
~ SezsiA closed fracture o
S32.112A Severely displaced Zone | fracture of sacrum, initial encounter for
B ' | closed fracture
S32.119A Unspecified Zone | fracture of sacrum, initial encounter for closed
fracture
832.120A Nondisplaced Zone |l fracture of sacrum, initial encounter for closed
- fracture _ e re—e—ty e p—
332 121/_\ Minimally d|splaced Zone |l fracture of sacrum, initial encounter for
) —— _closed fracture
832 122A Severely displaced Zone I fracture of sacrum, initial encounter for
| T _closed fracture
S32.129A “Unspecified Zone | fracture of sacrum., initial encounter for closed
fracture o
i ! i i o F 3
$32.130A Nondisplaced Zone Il fracture of sacrum, initlal encounter for closed
o  Wfracture . e e SR
— = = =
Sq2 131A Minimally displaced Zone Il fracture of sacrum, initial encounter for
o T | closedfracture -
S32.132A Saverely displaced Zone Il fracture of sacrum, initial encounter for .
- closed fracture ]
_ S32.139A Unispecified Zone Il fracture of sacrum, inifial encounter for closed |

Manipulation Under Anesthesia: Medical Pélicy (Effeclive 05/01/2012)
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fraclure
532.14XA | Twpe1 fracture of sacrum initial
~ B3ZABXA Type 2 fraclure of sacrum, Jrl__;_*_gl_iqwmgr_1crclosf_-
S32,16XA Type 3 fracture of sacrum, Initial encounter for closad f
S i A7XA - | Type 4 ire of sacrum, initial encounter for closed fracture
~ 532.19XA - “Other fracture of sacrum; initial encounter for closed fracture
1 832.2XXA “Fracture of coccyx, initial encounter for closed fracture
832.2XXB Fracture of coceyx, inilizl encounter for open fracture
532.301A Ungpecified fracture of right ifium, initial encounter for closed fracture
532.302A Unspecified fracture of left ilium, initial encounter for closed fracture
S32.309A Unspeciiied fracture of unspecified ilium, initial encounter for closed
fracture B -
S22 311A fl::;scgiluapzed avulsion fracture of right ilium, initial encounter for closed
$32.312A Displaced avulsion fracture of left ilium, initial encounter for closed
- fracture
S32.313A Displaced avulsion fracture of unspecified ilium, initial encounter for
closed fracture L
532 314A Nondisplaced avufsion fracture of right ilium, initial encounter for
I ) closed fracture
532, 3'15A Nondisplaced avulsion fracture of left ilium, initial encounter for
closed fracture -
- i e
932.316A Nondisplaced avulsion fracture of unspecified ilium, inilial encounter
for closed fracture
S32.381A Other fracture of right ilium, initial encountar for closed fraciure
532.392A Other fracture of lefl ilium, initial encounter for closed fracture
$32.299A Other fracture of unspecified ilium, initial encounter for closed
fracture
S32 401A Unspecified fracture of right acetabulum, initial encounter for closed
| fracture
§32.4024 Unspecified fracture of left acetabulum, initial encounter for closed
fracture
$32.409A Unspecified fracture of unspecified acetabulum, initial encounter for |
closed fracture
[ Displaced fracture of anterior wall of right acetabulum, initial .
SeRlIA encounter for closed fracture S
Displaced fracture of anterior wall of left acetabulum, initial '
. S324124 encounter for closed fracture o
$32 413A Displaced fracture of Enlerror wall of unspecified acetabulum, initial
encounter for closed fracture -
Nondisplaced fracture of antetior wall of right acetabulum, initial
o SpeiIE | encounter for closed fracture e =
S22 4154 Naondisplaced fracture of anterior wall of left acetabulum, inilial
| encounter for closed fractlre,
S32 416A Nondisplaced fracture of anterior wall ‘of unspecified acetabulum,
L __ ) initial encounter for closed fracture
S32.421A Displaced fracture of posterior wall of right acetabulum, initial
o | encounter for closed fracture -
T = = =
S32.429A Displaced fracture of _posterlor wall of left acetabulum, initial
encounter for closed fracture . B
S32 403A Displaced fracture of posterior wall of unspecified acetabulum, initial
encounter for closed fracture ]
532 424A Nondisplaced fracture of Doslerior wall of i ght acetabulum, initial

encounter for closed fracture I
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"I 'Nondisplaced fracture of posterior wall of left acetabulum, initial

i AZOA | encounter for closed fracture
Nondisplaced fracture of posterior wall of unspecmed acetabulum,
$32.426A
o | initial encounter for closed fraciure
$32.431A Displaced fracture of anterior column [iliopubic] of right acetabulum, |
T/ | initial encounter for closed fracture )
532 432A Displaced fracture of anterior column [iliopubic] of left acetabulum,
CotmT | initial encounter for closed fracture
332, 433A Displaced fracture of anterior column [iliopubic] of unspecified
T | acetabulum, initlal encounter for closed fracture )
Nondisplaced fracture of anterior column [iliopubic) of right
832, 434A
acetabulum, initial encounter for closed fracture )
Nondisplaced fracture of anterior column [iliopubic] of left
532.435A D
| acetabulum, initial encounter for closed fracture
S32.436A Nondisplaced fracture of anterior column [iliopubic] of unspecified
' acetabulum, initial encounter for closed fracture
332.441A Displaced fr: acture of posterior column [ilicischial] of right
o acetabulum, initial encounter for closed fracture
S32 442A Displaced fracture of posterior column {ilioischial] of left acetabulum,
i — inttial encounter for closed fracture )
932 4434 Displaced fracture of posterior column [ilicischial] of unspecified
' acetabulum, initial @ncounter for closed fracture
S32 444A Nandisplaced fracture of posterior column [ilioischial] of right
: acetabulum, initial encounter for closed fracture ]
$32.445A Nondisplaced fracture of postetior column {ilicischial] of left
' acetabulum, initial encounter for closed fracture
Nondisplaced fracture of postericr column [ilicischial] of unspecified
S532.446A oL
acetabulum, initial encounter for closed fracture
332 451A Displaced transverse fracture of right acetabulum, initial encounter
for closed fracture - o _
§32.452A Displaced transverse fracture of left acetabulum, initial encounter for
- o closed frgctutre
$30. 453A Displaced transverse fracture of unspecified acetabulum, initial
| encounter for closed fracture
S32.454A Nondisplaced transverse fracture of right acetabulum, initial
B encounler for closed fracture -
S32.455A Nondisplaced transverse fracture of left acetabulum, inilial encounter
- . | forclosed fracture
Nondisplaced transverse fracture of unspecified acetabulum, initial
532.456A
| encounter for closed fracture
$32.461A Displaced associated transverse-paosterior fracture of right
(ST " | acetabulum, initial encounter for closed fracture
$32.462A Displaced associated transverse-postetior fracture of left
woennen | acetabulum, initial encounter for closed fracture )
832 463A “Displaced associated transverse-posterior fracture of unspecifisd
. ) acetabulum, initial encounter for closed fracture _
S32.464A Nonmspiaced associated fransverse-posterior fracture of right .
e | acetabulum, initial encounter for closed fracture |
S32 465A Nondisplaced associaied transverse-posterior fracture of left |
- - acetabulum, initial encounter for closed fracture
$32 466A Nonchsplaced associated transverse- -posteriar fracture of untpemﬂed
) acetabulum. inilial encounter for closed fracture -
S32.471A Displaced fracture of medial wall of right acetabujum, initial
ehcounter for closed fracture
S32.472A Dizplacad fracture of medial wall of left a cetabulun:, initial encounter |

tAznipulation Under Aneslhesia: Medical Folicy (Effective 0
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S22 473A | Displaced fracture of medial wall of unspecified acetabulum, initial
| encountsr for closed fracture
S32 474A Morndisplaced fracture of medial wall of right acetabulum, initisl
- ~ | encounter for closed fracture
532 475A Nondisplaced fracture of medial wall of left acetabulum, initial
) encounter for closed fracture
532 476A “‘Nondisplaced fracture of medial wall of unspecmed acetabulum,
. initial encounter for closed fracture
532.484A Displaced dome fracture of right acetabulum, initlal encounter for
. | closed fracture
S32.482A “Displaced dome fraciure of left acetabulum, initial encounter for
R | closed fracture
S32.483A Displaced dome fracture of unspecified acelabulum, initial encounter |
Mgl for closed fracture o
$32 4B4A Nondisplaced dome fracture of right acetabulum, initial encounter for
' ' closed fracture -
S32.485A Nondisplaced dome fracture of left acetabulum, initial encounter for
' closed fracture
S32 4BBA Nondisplaced dome fracture of unspecified acetabulum, initial
' encounter for closed fraciure
332 401A Other specilied fracture of right acetabulum, initial encounter for
) closed fractupe
532 4924 Other specified fracture of left acetabulum, initial encounter for
.. ’ closed fracture
Other specified fracture of unspecified acetabulum, initial encounter
Seeald for closed fracture
332 501A Linspecified fracture of right pubis, Initial encounter for closad
T fracture
| 532,5602A “Unspecified fracture of left pubis, initial encounter for closed fracture
S32 5094 Unspecified fracture of unspecified pubis, initial encounter for closéd
' fracture B
532.511A Fracture of superior rim of right pubis, initial encounter for closed
to | fracture
S32.512A Fracture of superior rim of left pubis, initial encounter for closed
e | fracture S
S32 519A Fracture of superior rim of unspecified pubis, initial encounter for
| closed fracture - o
Other specified fracture of right pubis, initial encounter for closed
SSZ'ﬂA fracture
532 592A Other specified fracture of left pubis, initial encounter for closed
. fracture
Other specified fracture of f unspecified pubis, initial encounter for
8 832 599A | closed fracture
$32.601A }Jncpectfwd fracture of right ischium, initlal encounter for closed
racture
832 GOJA ::lnsper‘[tled fracture of left ischium, initial encounter for closed
- racture
532, 609A Unspecified fracture of unspecified ischium, initial encounter for
B closed fracture _ ) i -
532 611A Displaced avulsion fracture of right ischium, initial encounter for
| - ‘closed fracture. | R -
532 612A Displaced avuision fracture of lefl ischium, initial encounter for
| e closed fracture R |
| 832613A Displaced avulsion fracture of unspecified ischium, inftial encounter |

wanipulation Under Anesthesia: Medical Policy (Effeclive 65/01/2012}
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) for closed fracture - I
$37.614A Nondisplacea avulsion fracture of right lschium, initial encounter for
"~ |closedfracture e S
532 G154 Nondisplaced avulsion fracture of left ischium, initial encounter for
it closed fraciure - R
S32.616A Nondisplaced avulsion fracture of unspecified ischium, initial
s - encounter for closed fracture
$32 691A Other specified fracture of right ischium, initial encounter for closed
fracture )
$32 692A Other specified fracture of left ischium, initial encounter for closed
=as HEEIINS e st
- - e o
S32.699A Other specifizd fracture of unspecified jschium, Initial encounter for
| closed fracture .
$32.810A Multiple fractures of pelvis with stable disruption of pelvic ring, Intial
| T | encounter for closed fracture
Multiple fractures of palvis with stable disruption of pelvic ring, initial
$32.810B ?
- S encounter for open fracture
S32.811A Multiple fractures of pelvis with unstable disruption of pelvic ring, 1
- ' initial encounter for closed fracture o '
232 811B Mulfiple fractures of pelvis with unstable disruption of pelvic ring,
) initial encounter for open fracture
Multiple fractures of pelvis without disruption of pelvic ring, Initial
S encounter for closed fracture -
” Multiple fractures of pelvis without disruption of pelvic ring, initial
') '
SSEEENE encounter for open fracture
S32.89XA Fracture of other parts of pelvis, initial encounter for closed fracture
Fracture of unspecifizd parts of lumbosacral spine and pelvis, initial
832.9XXA encounter for closed fracture
| 833.2XXA | Dislocation of sacroiliac and sacrococcygeal joint, inifial encounter
534.131A | Complete lesion of sacral spinal cord, initial encounter
_ B34.132A | Incomplete lesion of sacral spinal cord, iniial encounter
534.3XXA injury of cautls equing, initlal encounter
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Manipulation of Musculoskeletal System Under Anesthesia (General, Mild Sedation and Local)

DESCRIPTION

Manipulation under anesthesia (MUA) consists of passive movements and stretching of joints performed while the
individual recelves anesthesia (usually short acting anesthetics or moderate sedation).

Manipulation refers to a variety of manual adjustment techniques and is believed to ease pressure on nerves, break
up fibrous scar tissue or restore normal musculoskeletal alignment to relieve pain and improve range of motion.
Anesthesia or sedation is used to lessen pain, spasm and the conscious reflex muscle guarding; thereby reducing

resistance and apprehension for the individual and enhance the therapeutic effects of the joint manipulation through a
lull range of motion. Manipulation procedures can be offered under general anesthesia, during mild sedation, or

following the injection of anesthefic solutions (1.8 esthetic agenl) Inlo speciic ateas of the spine or joints.
Typically, MUA is an a@liemative to conservative treatments that have lasted at least six to eight weeks withoil

relieving pain or promoting a return to normal function.

Spinal manipulation under anesthesia has been used In the treatment of acute and chronic back and neck pain where

there has been limited success ol prior alttempts to manipulate the spine, In MUA, a low velocity/high amplitude

technique may be used in contrast to the high velosityflow amplitude technique that is used in the typical

chiropractic/osteopathic adjustment.

MUA has also been used as a treatment for fibroarthrosis lollowing total knee replacement, in refractory cases of
adhesive capsulitis (frozen shoulder), in the setting of displaced fractures and complete joint dislocations, and for

temporomandibular joint syndrome.

POLICY

* Manipulation under anesthesia is considered medically necessary if the medical appropriateness criteria are
met. (See Medical Appropriateness below),

* Manipulation under anesthesia for other joints including the wrist, elbow, hand, finger, ankle, and pelvs, in the
absence of fracture or complete dislocation, is considered investigational.

* Spinal manipulation under anesthesia, (e.g. general anesthesia, joint anesthesia, epidural anesthesia with
corticosteroid injections) as a treatment for conditions including, but not limited to chronic spinal pain (e.q.
cranial, cendcal, thoracic, and lumbar) and chronic sacroiliac and pelvic pain, is considered investigational.

¢ Spinal manipulation and manipulation of other joints under anesthesia involving serial treatment sessions
(greater than 1 treatment) is considered investigational.

See also:

* |niravenous Anesthstics forthe Treatment nl Chronic Pain

¢ Madified Condylotomy for Treatment of Temporamandibilar lnint {Thi) Dizorders

e

¢ Jemporomandibilar Joint (ThMJ) Arthroscopy

MEDICAL APPROPRIATENESS
* Manipulation under anesthesia is considered medically appropriate if ANY ONE of the following criteria are
met: . .

¢ Treatment of adhesive capsulitis that has failed at least 3 months of conservative interventions (e.g.
physical therapy, patient directed exercise, NSAIDS, and/or steroid injections)
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° Arthrofibrosis of the knee following total knee arthroplasty, knee surgery, or fracture P 11_’23am
o Temporomandibul'arjoint disorder f“\?;u '
o Closed reduction of displaced fracture .
o Complete joint dislocation lG',:I’

IMPORTANT REMINDER

We dewelop Medical Policies to provide guidance to Members and Providers. This Medical Policy relates only to the
senices or supplies described in it. The existence of a Medical Policy is not an authorization, certification,
explanation of benefits or a contract for the senvice (or supply) that is referenced in the Medical Policy. For a
determination of the benefits that 2 Member is entitled to receive under his or her health plan, the Member's health
plan must be reviewed. [f there is a conflict between the Medical Policy and a health plan, the express terms of the

health plan will govern.

ADDITIONAL {INFORMATION

As with any treatment of pain, controlled clinical trials are considered particularly important to isolate the contribution
of the intenention and to assess the extent of the expected placebo effect, A search of the published medical
literature did not identify any controlled clinical trials. Sewveral case series were identified, which included individuals
with cenical, thoracic and lumbar back pain, treated according to varying protocols.
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the treatment of chronic and pelvic pain. (8.01.40). Retrieved December 13, 2010 from BlueWeb. (7 atticles and/or
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four cases. Joumnal of Manipulative and Physiological Therapeutics, 28 (7), 526-533, (Level 4 Evidence - Independent)

ECRI Institute. Health Technology Information Senice. Evidence Reports. (2003, February). Manipulation under
anesthesia for Jow-back pain. Retrieved December 10, 2010 from ECRI Institute. (66 articles and/or guidelines
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Kawchuk, G., Haugen, R., Fritz, J. (2008). A tiue blind for subjects who receive spinal manipulation therapy. Archives
of Physical Medicine and Rehabilitation, 90 (2), 366-368, (Level 4 Evidence - Independent)

Manske, R., Prohaska, D. (2008). Diagnosis and management of adhesive capsulitis. Current Reviews of
Musculoskefetal Medicine, 1 (3-4), 180-189. (Level 5 Evidence - Independent.)

Mohammed, R., Syed, S., & Ahmed, N. (2009). Manipulation under anesthesia for stifness following knee
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Enter Kevwords

| HRSAgav™®
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1 HRSA Data Warehouse O HRSA.gov

Fowered by the HRSA Data Warehouse

Find Shortage Areas: MUA/P by State and County

Shortage
Designation

Find
Shortage
Areas

HPSA &
MUA/P by
Address

HPSA by
State &
County

HPSA
Eligible for
the
Medicare
Physician
Bonus
Payment

Criteria:,

State: Tennessee

County: Davidson County

D #: All

iResults:, 42 records found.

Hame

Type |

Davidson County

Score _LD,E signation Date _l___l.[p date Date

Bordeaux/inglewood

01242, _MUA

CT 0101.05,

61.00| .. 1884/05/04

2008/03/27

CT.0101.06

CT 0108.03,

CT, 0108.04

CT 0110.01

CT 0110.02

CT 0113.00
CT 0114.00

CT 0117.00
CT.07118.00

CT 0118.00

CT 0121.00

CT 0122.00

CT. 0126.00

CT.0127.01

CT 012702
CT 6128.01

CT.0128.02 ..

CT.0192.00

CT 0193.00
Davldson Service Araa*

48,27

(13243 LA

CT 0180.00___

CT 0161.00

1984/05/04

CT 0162.00
CT 0165.00

CT 018400

CT.0168.00

CT 016,00

CT 017000

CT 0171.00

fDavidson Service Area

CT.0136.01

57.08]___1994/07/12

CT 0138 .02

CT.0137.60,

CT 0138.00

CT. 0142.00

CT 0143.00

CT 0144.00
CT 0148.00 =
CT.0184,00

CT 0185.00

NEW SEARCH |

| MODIFY SEARCH CRITERIA |
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Health Resources and Services Administration ' HRSA Data Warehouse ' HRSAgov

Fowered by the HRSA Dafa Warehouse

Find Shortage Areas: MUA/P by State and County

Criteria:
State: Tennessee
(County: Franklin County
10 # Al

Shortage
Designation
Home

Find
Shortage
Areas Results; 2 records found.

hESAk I _or_1 Type [ score Designation Date _| Updats Date

Mame
MUA/P b
A(;-:iress y Franklin County i
e {Franklin Service Area o319 1_'“\".UA Jl

HPSA by MCD (2) Unknown i
------ State-&- - - - =
County

HPSA
Eligible for | NEW SEARCH | [ wopiFy searcH criTERIA |

the
Medicare
Physician
Bonus
Payment

44.70] 1978/11/01
|

WIW|M]M|W|W|M|W|W|
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HRSA Dala Warehouse O HRSAgov

Fowered by the HRSA Data Warehouse

Find Shortage Areas: MUA/P by State and County

Shortage
Designation
Find
Shortage
Areas

HPSA &
MUA/P by

Address

HPSA by
- -State-& -
County

Criteria,

State: Tennessee
County: Robertson County
1D #: All

[Results; 2 records found.

Mame

[T

Type

Soore l Designation Date i Update Date

|Raobertson County

|Roberison Service Area

MCD (?) Unknown

}D3223
|

a0.90_ 1978/11/01___|

M LA,
|

HPSA
Eligible for
the
Medicare
Physiclan
Bonus

Payment
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l

MODIFY SEARCH CRITERIA _ |
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Enter Kevwords - ..

HRSA Data Warehouse 8] HRSAgov

Fowered by the HRSA Dala Warehouse

Find Shortage Areas: MUA/P by State and County

Shortage
Designation

Find
Shortage
Areas

HPSA &
MUA/P by

Address

HPSA by

State & -~

County

Criteria:
State: Tennessee

County: Rutherford County
1D #: Al

Results; 1 records found.

Name

Type

Score Designation Date 1 Update Date

JRutherford County

Christiana Divislon Service Area

lnazs9  IMuA

56,00, 1894/05/12

HPSA
Eligible for
the
Medicare
Physician
Bonus

Payment

NEW SEARCH

=i

[_mopiFy sEARCH CRITERIA |
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PROJECTED DATA CHART SUPPLEMENTAL-#1

(Total Facility) September 30, 2013
11:23am

Give information for the two (2) years following the completion of this project. The fiscal year begins in
January (month).

Yr-1 Yr-2
Utilization/Occupancy Rate (surgical patients)) 3.605 4,627

Revenue from Services to Patients
1. Inpatient Services
2. Outpatient Services 6.896.975 8,749,490
3. Emergency Services
4. Other Operating Revenue (Specify)

Gross Operating Revenue 6,896,975 8,749,490
Deductions from Operating Revenue
1. Contractual Adjustments 4,896,852 6,212,137
2. Provision for Charity Care 356,098 451,349
3. Provision for Bad Debt 298,379 377.779

Total Deductions 5,551,329 7,041,265
NET OPERATING REVENUE 1,345,646 1,708,225
Operating Expenses
1. Salaries and Wages 125,000 128,750
2. Physician’s Salaries and Wages (Medical Director) _ 337,500 357,750
3. Supplies - ' 148,000 169,533
4, Taxes 25,800 34.533
5. Depreciation 11.316 11,316
6. Rent 39.633 40,380
7. Interest, other than Capital
8. Management Fees:
a. Fees to Affiliates
b. Fees to Non-Affiliates

9. Other Expenses (Specify) office supplies, advertising, insurance, 138,800 138,800
utilities

Total Operating Expenses 826,049 881,062
Other Revenue (Expenses)-Net (Specify)
NET OPERATING INCOME (LOSS) 519,597 827,163
Capital Expenditures

1. Retirement of Principal
2. Interest (on Letter of Credit)

Total Capital Expenditure,

NET OPERATING INCOME (LOSS) LESS
CAPITAL EXPENDITURES

519,597 827,163

29-R
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PROJECT COMPLETION FORECAST GBAMPPLEMENTAL- # 1

e September 30, 2013
’ 11:23am

o .
Enter the Agency projected Initial Decision date, as published in Rule 68-1 1-%’609(0): 12/2013.
L]
Assuming the CON approval becomes the final agency action on that date; iffficate the number of day from
the above agency decision date to each phase of the completion forecast.

Anticipated Date
Phase DAYS (MONTH/YEAR)
REQUIRED

1. Architectural and engineering contract signed

2. Construction documents approved by the Tennessee
Department of Health

3. "Construction contract signed

4. Building permit secured

5. Site preparation completed

6. Building construction commenced

7. Construction 40% complete

8. Construction 80% complete

9. Construction 100% complete (approved for

occupancy (renovation)
10. *Issuance of license 60 02/2014

11. *Initiation of service 60 02/2014

12. Final Architectural Certification of Payment

13. Final Project Report Form (HF0055)

* For projects that do NOT involve construction or renovation : Please complete items 10 and 11
only.

Note: If litigation occurs, the completion forecast will be adjusted at the time of the final
determination to reflect the actual issue date.
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&
Newspaper: THE TENNESSEAN
State Of Tennesses TEAR SHEET
ATTACHED
Account Number: 496359
Advertiser: E GRAHAM BAKER, JR.
RE: MADJ OF MIDDLE TN - NOT
I } s
o L& {:ﬁ;bitﬁ/ Sales Assistant  for the

]

above mentioned newspaper, hereby certify that the attached

advertisement appeared in said newspaper on the following dates:

J ! ﬂ /
LU J‘\_.I <)z T /" /

8/10/2013

C. ) I
*'./\._{Qf[ff& Q G, l‘&f;;

NOTARY PUBLIC
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